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Editorials 





IT’S FINE TO HAVE FRIENDS! 


In recent months many comments have ap- 
peared in the press throughout the country rela- 
tive to the Wagner-Murray-Dingell Bill and 
other frequently mentioned plans to change the 
system of medical care in the United States. 
Many of these have been quite complimentary to 


the medical profession and the work that is being 
done by this group, especially in war time. Many 


of the reports have been relative to the outstand- 


ing work of the Medical Corps of our Armed 
Forces and the greatly improved statistics over 
those of the last war in the care of the many 
casualties, 

On the other hand some of these reviews have 
severely criticized the medica) profession for its 
strenuous objections to a bureaucratic controlled 
plan for medical care with the stereotyped state- 
ment that the majority of the American people 
are unable to procure adequate medical care when 
ill. It has been shown repeatedly that this state- 
ment is not true, and actually no more than 10% 
of the people of this country are in need of better 
care. In many instances a considerable number 
do not want the type of medical care which is 
actually available for them. 

An editorial which appeared recently in the 
Berwyn (Illinois) News, entitled “Chronic 
Kickers — Not Liberals”, has been called to our 
attention and we are reprinting it as it appeared 
in that paper: 


CHRONIC KICKERS NOT LIBERALS 

Many who call themselves liberals have one out- 
standing trait. They are always kicking. The latest 
victim of this particular brand of liberalism has been 
the medical profession. 

Doctors have struggled in laboratories and at bed- 
sides for centuries to learn the secrets of keeping the 
human body alive and healthy, Dread diseases have 
been nearly eliminated. The span of life has been 
doubled in a few decades, Pain and suffering have 
been reduced miraculously. Since the war, the per- 
formance of the doctors has been supreme. They have 
carried their hard earned knowledge into the front 
lines with the result that hundreds of thousands of 
men will return to their families after this war’ who 
would otherwise be rotting in foreign graves. The 
doctors at home are working night and day, literally 
without rest, to care for the sick and injured among 
the civilian population. 

A lot of cockeyed schemers, whose blood pressure 
would have felled them long ago if a few competent 
physicians had not been at hand, are now telling the 
country that the medical men have got to do much 
better at once or Uncle Sam will step in and take 
care of our medical needs, But Uncle Sam never 
saw the inside of a medical school. After the shout- 
ing dies down it will still be up to the doctors to keep 
us healthy. Socialized medicine would do no more 
than make the government a Dill collector for the 
doctors, payable in advance, with a large part of the 
money retained for bureaucratic activities. 

Medical advancement will be achieved by the doctors 
in the future, as in the past. 


It is most gratifying to members of the med- 


ical profession who have been carrying on at the 
home front, as well as those loyal physicians now 
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serving their country on the many battle fronts, 
to see tributes to the profession and its work 
published in a home paper. 

The editor of this paper no doubt believes in 
having a family doctor, and is thoroughly satis- 
fied with the type of medical care he and his 
family have received. Likewise it is quite ob- 
vious that he, and millions of others throughout 
the country, do not believe it wise to experiment 
in other plans which some believe will eventually 
be adopted and may provide superior medical 
service. As yet these are only untried experi- 
ments, and there is no actual experience available 
to prove their value and worth. 





A WELL DESERVED TRIBUTE 


The Chicago Daily News, under date of Jan- 
uary 31, 1944, published an interesting story of 
a meeting of George Weller, Daily News corre- 
spondent who had just returned from the South- 
west Pacific, and the family of the late Major 
Day who gave his life in the service 


Lemuel E. 


March, 1944 


of his country in the Buna campaign on New 
Guinea late in December, 1942. A picture of 
George Weller with Mrs. Day, the Day twins, 
Leonard and Giles, and the daughter of Major 
and Mrs. Day, Miss Mary Ann, appeared with 
the article. 

After two years in the Southwest Pacific area, 
Mr. Weller came to Chicago for a short and well- 
deserved rest. He talked to friends and relatives 
of Chicago service men in that area on the sub- 
ject, “Your Boy Against the Emperor’s”, having 
accepted at least three assignments for the talk 
in various parts of Chicago during his visit home. 

In his discussion with the family of Major 
Day, Weller told of the unusual hardships en- 
dured by their distinguished husband and father, 
and of the air raids that had pursued the Major’s 
hospital unit through the jungles, and how he 
had earned the Silver Star during one of these 
raids. Only the evening before his tragic death 
Weller said Major Day had turned out with the 
rest when the bombs began to fall and had aided 
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in moving his patients from their hospital cots 
into slit trenches, then back again. 

Mrs. Day showed Weller a letter received from 
the officers of the hospital in the Southwest 
Pacific only a few days previously, in which was 
told the story of a Memorial Service last New 
Year’s Day held for Major Day, and attended by 
a group of 33 medical officers who had been asso- 
ciated with him, and who desired to pay homage 
to a remarkable personality — their former com- 
mander whom all had respected so highly. They 
described the service at which someone recited 
the Twenty-third Psalm, the Chaplain delivered 
an appropriate eulogy, and they all sang “Beau- 
tiful Isle of Somewhere”, Major Day’s favorite 
song. 

Members of the Illinois State Medical Society 
and many others will recall the story of Major 
Day’s passing as it appeared in the papers early 
in January, 1943, and from articles published in 
the Illinois Medical Journal at that time. George 
Weller’s dramatic story on Major Day’s death 
was one of the outstanding reports from New 
Guinea. It was also the first word the family 


had of his death because, for some unknown 
reason, there had been a delay in the family re- 
ceiving the usual formal notification which was 


received a short time after Weller’s story ap- 
peared in the Daily News. 

The memory of “Lem” Day will long be re- 
vered by his many friends and colleagues for his 
outstanding accomplishments as a specialist in 
obstetrics and gynecology, for his work in the 
Chicago Medical Society, and as a member and 
Chairman of the Council of his State Medical 
Society over a period of years. 

It is indeed a great tribute when a group of 
medical officers who have seen so much of death 
and suffering over a period of many months, 
gather together a year after the death of a col- 
league, to pay tribute to his memory. The 
archives of the Illinois State Medical Society are 
enriched through the addition to its many rec- 
ords of those pertaining to one of the Society’s 
outstanding heroes, — one never to be forgotten 
— Major Lemuel E. Day. 





RESERVATIONS FOR THE 1944 
ANNUAL MEETING 
All physicians intending to be present at the 
annual meeting should make reservations at the 
Palmer House, where all meetings are to be held, 
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or at one of the other near by hotels in Chicago. 
The date of the meeting is May 16, 17, 18, 1944. 
Chicago hotels are all crowded and reservations 
should be made well in advance to give assurance 
that a desirable room will be ready for members 
of this society, and others who expect to be 
present on this gala occasion. 

In writing the hotel for a reservation, the time 
of the expected arrival should be mentioned, and 
also the type of accommodations which are to be 
desired ; whether single or double room, and the 
approximate rate which is desired. The hotel 
personnel will give an immediate acknowledge- 
ment of the application and notification of the 
reservation. 

DO NOT FAIL TO MAKE AN EARLY 
HOTEL RESERVATION FOR THE AN- 
NUAL MEETING. 





TWO SOCIETY OFFICIALS DIE 
We regret to announce the deaths on March 
2nd of our President, Doctor George Washington 
Post and the Chairman of the Finance Commit- 
tee of the Council, Doctor John S. Nagel. Addi- 
tional details will appear in the April Journal. 





CALL FOR SCIENTIFIC EXHIBITS 

The Committee on Scientific Exhibits of the 
Illinois State Medical Society announces that 
applications for exhibit space should be submit- 
ted promptly for consideration. Selections will 
be made as nearly as possible in order of receipt. 
Accordingly, it will aid the applicants and also 
the Committee if the applications are submitted 
early. 

The Committee is particularly anxious to have 
exhibits which deal with the theme of this annual 
meeting, namely, “medicine and its relationship 
to war problems”. This includes (1) the newer 
things that have arisen in civilian practice, 
teaching and research; (2) all activities which 
have to do with medicine in industry. 

The exhibits this year promise considerable 
change over those of former years. The Com- 
mittee wants information about potential ex- 
hibits. 

Communications may be addressed to Dr. H. 
Close Hesseltine, care of Illinois State Medical 
Society, Room 1416, 30 North Michigan Avenue, 
Chicago 2, Illinois. 
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PICTURES OF DOCTORS 


Dr. Carl E. Black, of Jacksonville, Illinois, is 
highly pleased that there is one physician in 
Illinois who remembers the collection of photo- 
graphs of our doctors. 

Dr. Andy Hall, former Director of the Illinois 
Department of Public Health, has sent Dr. 
Black, for the collection of the Illinois State 
Medical Society, eleven photographs of physicians 
in the Hall family. These range all the way 
from Dr. Hall and his sons to more distant mem- 
bers of the Hall family. The names and res- 
idences of these members of Dr. Hall’s family 
are as follows. 

Dr. John McLean, Pullman, Illinois. 

Andy Hall, M.D., Mt. Vernon, IIl. 

Wilford F. Hall, M.D., McLeansboro, III. 

W. W. Hall, M.D., McLeansboro, Iil. 

Wilford F. Hall, M.D., Colonel, Army Medical 
Air Corps. 

Marshall Wesley Hall, M.D., Mt. Vernon, Ili., 
U.S.N. 

Andy Hall, Jr., M.D., St. Louis, Missouri. 

Ralph Hall, D.D.S., McLeansboro, Il. 

Charles Wesley Hall, M.D., Mt. Vernon, III. 

John Carl Hall, M.D., Centralia, Il. 

Frank W. Hall, M.D., Portland, Oregon. 

They constitute a wonderful contribution to 
our collection for which Dr. Black, our official 
collector, is grateful. There is a short biograph- 
ical note on the back of each of Dr. Hall’s pic- 
tures. 

While Dr. Black realizes that this is not a good 
time to secure additional pictures he suspects 
that the trouble is more deep seated. Foilowing 
the example of the American Medical Associa- 
tion, many of our local societies are not meeting, 
or are meeting irregularly. Letters sent to the 
officers of these societies are not answered except 
in a few cases. Dr. Black has urged all of the 
societies to appoint a committee for the collection 
of photographs of members and biographical 
and historical materiel. These committees should 
be appointed and get to work. One or two so- 
cieties are attempting to secure pictures of all 
of their members. As far as we know most of 
the societies are not giving this important mat- 
ter attention and will be much disappointed in 
the future not to have their society adequately 
represented in our collection which now com- 
prises nearly fourteen hundred Illinois physi- 
cians and a total of three to four thousand from 
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all parts of the world. This collection will be 
housed by the Illinois State Medical Society 
with the Illinois State Historical Society in 
the Centennial Building in Springfield, where it 
will be in a fire-proof building and will have ex- 
pert care. 

We urge every member to help out in this 
matter. See that your society has an active 
working committee to help Dr. Black out in this 
worthy cause. 
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Arlington C. Krause 

Gail Soper 

Elias Selinger 
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VETERANS’ SERVICE COMMITTEE 
Maurice L. Blatt, Chairman 
Frederick O. Fredrickson 
Thomas P. Foley 
J. C. Krafft 
Charles C. Rentfro 
Lt. Col. Harold C. Lueth 
John F. Davis 
George T. Jordan 
W. C. Burket 
Darwin B. Pond 
P. R. Blodgett 
Edward A. Brucker 
Benedict Aron 
Samuel C. Stanton 
J. McKinley 
Arthur Shafton 


REGISTRATION AND INFORMATION 
S. D. Zaph, Chairman 
R. J. Bennett 
L. F. Draper 
Warren W. Furey 
S. M. Goldberger 
M. M. Hoeltgen 
Paul B. Kionka 
Wm. F. Schaare 
I. S. Trostler 


SCIENTIFIC EXHIBITS 
H. Close Hesseltine, Chairman 


SECRETARIES’ CONFERENCE 
Alfred Gareiss, Chairman 





LIBERTY SHIP NAMED FOR 
NATHAN SMITH DAVIS 


As a salute to the contribution of the Amer- 
ican medical profession to the war, a war-cargo 
ship — a so-called liberty ship — was launched 
Thursday, January 27, at Shipyard No. 2 of the 
Permanente Metals Corporation of Richmond, 
Calif., one of the Henry Kaiser interests. The 
vessel was christened the Nathan S. Davis in 
honor of the founder of the American Medical 
Association. In 1947 the American Medical 
Association will celebrate the 100th anniversary 
of its founding. The Board of Trustees of the 
Association has under consideration the celebra- 
tion of this important event in a suitable man- 
ner. The dedication of this vessel in honor of 
Nathan Smith Davis and another in honor of 
Frederick Banting may be taken as indications 
of the appreciation of the American people of 
the great contribution that medicine has made 
not only to the war but also to the standards of 
health and medical education in the United 
States—From J. A. M. A., Feb. 5, 1943. 





Correspondence 





A MESSAGE TO THE AUXILIARY 

Do many of us understand the duties and re- 
sponsibilities of being a member of the Auxil- 
iary? Or do most of us just happen to be mem- 
bers because we are physicians’ wives? It is 
rather interesting to be a member, if we under- 
stand the necessity of having an Auxiliary. 

Let us think of the aims and objectives of the 
Auxiliary : 

1. To assist the Illinois State Medical Society 
in the advancement of the prevention of disease. 

2. To aid in securing better legislation indi- 
cated in the pursuance of these ends. 

3. To do such supplemental work as shall be 
determined from time to time by the medical 
society in the advancement of professional in- 
terests. 

4. To contribute to the Medical Benevolence 
Fund. 

The present war has developed new opportuni- 
ties for the Auxiliary, and we should take ad- 
vantage of every opportunity to further the aims 
of the medical profession, and the Auxiliary, 
through the defense measures in our community. 
We, as physicians’ wives, could be the leaders in 
war efforts such as promoting health programs, 
nutrition classes, First Aid, Home Nursing, help 
with the promotion and sale of United States 
War Bonds, stamps, ete. It has been suggested 
by our National Auxiliary that we assist with 
the recruitment of nurses and the new Nurses 
Cadet program. All of this comes under our 
War Participation Program, of which Mrs. Theo- 
dore Johnston, Chicago, is State Chairman. 

The medical profession of this country is 
greatly concerned about the Wagner-Murray 
Senate Bill, 1161, The American Medica) Asso- 


ciation has advised its members to obtain copies 
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of the bill, to familiarize themselves with its 
provisions. This every Auxiliary member should 
do also. All Auxiliary members should be well 
informed on any proposed legislation that would 
affect vitally the standards of medical practice. 
If this bill is passed in its present form, it will 
destroy the private practice of medicine in the 
United States. Our State Legislation Chairman, 
Mrs. J. P. Simonds, Chicago, in her efficient 
way, has notified the Auxiliary members how to 
write to their Congressman to oppose this bill. 

The Illinois Medical Society believes that one 
of the most important projects of the Auxiliary 
is to procure funds for medical benevolence. 
This should be one of our first contributions, and 
we would like to have the wives of all physicians 
help us in this great work. There have been 
more benefits from this fund paid to women than 
to physicians, these being widows of former 
members of the Illinois State Medical Society. 
To date, a large sum has been used in the pay- 
ment of benefits to twenty or more beneficiaries. 
The Illinois State Medical Society hopes that a 
considerable amount of money can be added to 
this fund by the Auxiliary, and feels that there 
is nothing that we can do which will react to 
our credit more favorably. 

Let us consider some means of raising money 
for the medical benevolence. We now have @ 
State Chairman for Medical Benevolence, who is 
Mrs. Nathaniel Baskind, Chicago, and we hope 
through her efforts that we can create new in- 
terest in this objective. 

The 1944 Annual Convention of the Auxiliary 
to the Illinois State Medical Society will be held 
at the Palmer House, Chicago, on May 16-11, 
1944, Mrs, Frederick Tice, 440 Linden Avenue, 


Oak Park, Illinois, has been selected Chairman 
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of the Convention. She is most anxious to do 
everything possible to make the 1944 annual 
meeting a successful one. Her committee will 
be announced at an early date. 

In spite of the shadows that have fallen, the 
sacrifices that have been made and those that lie 
ahead, we look forward to victory. The most 
satisfying wish is for an early victory, and the 
opportunity of all those in the service to reunite 
with their loved ones, and may this peace be a 
peace with honor and justice and liberty. 

With best wishes for the success of our Auxil- 
iary and greater progress in the work which we 
are endeavoring to do. 

Your State President, 
Louise M. Nix 
(Mrs. M. A. Nix) 

President of the Auxiliary to the Illinois State 

Medical Society 





TREATMENT OF SOLDIERS 


ON FURLOUGH 


MEDICAL 


The Editor 
Dear Sir: 

Soldiers on furlough or otherwise absent from 
their organizations are requiring medical treat- 
ment in large numbers. There is considerable 
misunderstanding and confusion among civilian 
agencies regarding the responsibility of the gov- 
ernment in these cases, and a mimeographed 
letter setting forth the principal requirements 
has been mailed to civilian hospitals throughout 
your state. In order to acquaint physicians as 
to the proper procedure to follow in handling 
such cases, it is requested that the inclosed cir- 
cular letter be given publication in your State 
Journal. 

Very truly yours, 
Don G. Hilldrup 
Colonel, M. C. Surgeon 





Army Service Forces 
Headquarters Sixth Service Command 
Chicago 6, Illinois 

February 11, 1944 

Subject: Medical Treatment, U. S§. Army Per- 
sonnel. 

To: Civilian Hospitals, Sixth Service Command. 

1. All military personnel are entitled to nec- 

essary medical care at Government expense pro- 

viding they are not absent from their organiza- 
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tions and stations without permission. Medical 
care in civilian institutions and/or by civilian 
physicians must be limited to emergency condi- 
tions. 

2. Fees to physicians and hospitals cannot be 
allowed if Government facilities for the care and 
treatment are available within reasonable dis- 
tance. Fees for elective medical care will not be 
authorized. 

3. If treatment to military personnel is given 
by civilian agencies, immediate notification of 
the facts and circumstances should be made to 
the Commanding General, Sixth Service Com- 
mand, 20 North Wacker Drive, Chicago 6, Illi- 
nois. 

4. Private accommodation in civilian hospi- 
tals will not be authorized except upon approval 
of this headquarters. 

5. Fees for tissue microscopy are not allow- 
able. 

6. Itemized statement of services rendered 
should be forwarded to this headquarters for 
vouchering and payment immediately on termi- 
nation of the service. 





“This war is going to alter radically the lives 
of every one of us. It not only will alter our 
lives during the immediate years after the war, 
but it will alter the life on this planet through- 
out our lives and the lives of our children. And 
whether it is going to be the kind of a life in 
its influences and in its developments that we 
want it to be, and is going to be the kind of a 
life that will give us the most satisfaction in 
having lived, is going to be dependent on how 
we utilize these years that are right here now — 
on our understanding of what are the necessities 
of a post-war world.”—Dr. Ernest Martin Hop- 
kins, President, Dartmouth College. 





In the swiftly changing world of today many 
roads are open but the one marked status quo is 
closed. If the medical profession does not choose 
where it will go, less competent powers will 
choose for it—Journal Kansas Medical Society, 


March, 1943. 





A new name is herewith presented medical 


men for the dazed mental condition of citizens 
who have just made out their income tax. They 


are intaxicated—Washington Evening Star. 





Medical Economics 


Edited by R. K. Packard, M.D., Chairman of the Committee on Medical Economics of the Illinois State 


Medical Society, 826 East 6lst Street, Chicago, Il\linois. 





The litical, social and economic problems 
are gathering momentum at home and abroad. 


‘he four freedoms are apparently scrambled 
so thoroughly that it seems quite impossible to 


unscramble them. 
Congress has clenched its fists and stuck out 
\is chim and asserted itself for constitutional 


government in the last few weeks. The mem- 
bers of the Supreme Court appear to be in a 


fighting mood, particularly among themselves, 


and it is quite apparent that all of the New 


Deal members of the Supreme Court do not 


see eve ta eve at the present time. The Vice- 


President appears to be working with the C10 


in a political hook-up by which they hope to 
contro) Yhrough labor the coming elections. 


Momentous times are ahead of us apparently 
both at home and on the war fronts, 


Wiack markets in oil, food and transportation 
seem to be flourishing if the reports appearing 
in the press are at a)) accurate, 

A\\ deferments in the draft are supposed to be 
reclassified to meet the needs of our army. It 
is hoped that this reclassification wi)) take in 
the District of Columbia, where again accord- 
ing to reports there are nearly 200,000 men in 
the draft age that have been deferred as essen- 
tials. 

The cost of living keeps on going up and the 
strikes appear regularly apparently with the 
idea that labor is entitled to more pay as the 
cost of living goes up. We attempt to fight 
rising costs by subsidies, then tax the people to 
pay the subsidies as though the tax is not a cost 
in itself. 
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If we oppose increased taxes we are apt to 
be accused of being greedy ; if we suggest goy- 
ernment reduction in expenses we are apt to 
be classified as both greedy and as isolationists, 


Tt almost seems that we should ask no questions 


regarding the affairs of our government. 
A few months ago or perhaps a couple of 


years ago many articles appeared in various 
publications questioning the American people 
— why they were so slow in recognizing and 


knowing what we were fighting for. Perhaps 
they should revive their thoughts at the present 


time and express their opinions based upon 
present home and world situations, 
We are sure of one thing — we will continue 


to fight until the Axis are licked, and beyond 
that we wi)) hope and pray we wil) not have to 


do it again and again. 


R. K. Packard, M. 0. 


Chairman 


Mareh 2, 1944 


Committee on Medica) Economics 





THE EMERGENCY MATERNITY AND 
INFANT CARE PROGRAM 


Payment for care of wives and infants of en- 
listed men in the armed forces is provided by 
funds appropriated for this purpose by Congress, 
and under rules and regulations established by 
the United States Children’s Bureau. The ad- 
ministration of this program is delegated to the 
Maternal and Child Hygiene Division of the 
Health Department of each participating State. 
The program in Illinois has been affected by 
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guidance from a technica) advisory committee 
selected from members of the State Medical So- 


ciety and has been approved by the Council of 
the Illinois Medical Society. The authorizing 


agency is the Division of Maternal and Child 


Hygiene of the D\\inois Department of Public 
Health at Springfield. Chairmen of the IIli- 


nois Maternal Welfare Committee have been 


given information about the details of the pro- 
gram, and are in a position to advise with loca) 


societies and physicians ; likewise, full time local 
health officers can be consulted. 

Eligibility — Under the present rules and 
regulations of the Emergency Maternity and [n- 
fant Care program payment may be authorized 
for (1) complete medical care (obstetric, and 
including medical or surgical treatment of inter- 
current conditions) of a pregnant or recently 
delivered wife of a man in the 4th to 7th pay 
grades, and (2) pediatric medical or surgical 
care of an infant under one year of age of an 
enlisted man in the same pay grades. 

Eligibility for care of the pregnant wife or 
the infant is determined by rank of the husband 
(or father) and is not based upon financial need 
or upon place of lega) residence, Since Congress 
specified that the funds are a grant to these de- 
yendents of service men, no investigation is 
made by any social agency, but the participation 
of a case In the program may be determined by 
{\) the patient’s willingness to accept ward hos- 
pital eare as provided, (2) the physicians’ elec- 
tion to give care under the program or at the 
rates payable, and (8) the hospital’s acceptance 
of these cases. Place of residence is of impor- 
tance only in so far as application be made to 
(he authorizing agency in the state in which care 
is given. Im border regions of the state wherein 
medical care is to he given by a physician of 
Miinois and hospital care provided in a hospital 
of another state, or vice versa, appropriate ap- 
plication should be made simultaneously to each 
state. It is, however, the practice in receiving 
applications presenting these across-the-border 
problems, to authorize payment to the Illinois 
physician or the Illinois hospital and then to 
refer the request to the appropriate out-of-state 
agency for authorization of the out-of-state serv- 
ice. The doctor and the patient are advised of 
steps necessary to complete the authorization. 

If, subsequent to the issuance of an authoriza- 
tion for any type of care, the husband or father 
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iy promoted or discharged from the service, the 
authorization is not affected by the alteration in 
the status of the service man. 

Time of Application. — Application should be 
made at the time of the first visit of the preg- 
nant woman to the physician of her choice or, 
in an emergency, or a pediatric case, as soon as 
possible. Although, at the present time, the 
authorizing agency is permitted, in the case of 
late applications, to make authorizations retro- 
active to a period of six weeks prior to date of 
receipt of an application in the Springheld office, 
it is the advisable procedure to make application 
immediately because retroactive authorizations 
are issued only after the filling out of additional 
forms which require an explanation for the delay 
in applying and statements of how much care 
was given and whether or not any payments were 
made to the physician or hospital. So, to avoid 
this complication, the application should be filed 
as soon as possible. 

Tf the practitioner is licensed in Mlinois, and 
the designated hospital licensed for maternity, 
payment for the care requested on the completed 
application is authorized. The authorization, 
specifying type of care authorized and funds 
encumbered for this service, should reach the 
physician and the hospital and notification there- 
of should be im the hands of the patient within 


a few days after receipt of the application in the 
Springfield office. 

The customary procedure is to authorize ten 
days hospitalization for routine maternity cases 
in anticipation of an uncomplicated delivery. 
Fixtension beyond this 10 day period will he 
granted upon request. For other types of hos- 
pital care for the wife or the infant the length 
of hospitalization to be authorized is determined 
by the length of stay as estimated by the doctor. 
The rate of payment to the hospital is at the 
cost of ward care per patient day. Additional 
hospital care for an already authorized case may 
be obtained by a request for extension of hos- 
pital care, the physician or hospital superin- 
tendent notifying the Division of Maternal and 
Child Hygiene, of the nature of the condition 
requiring additional hospital stay, and an esti- 
mate of the length thereof. A new application 
need not be filed if the patient has made applica- 
tion previously for care during the pregnancy or 
the child has been authorized for care during the 


specific illness. No application need be filed for 
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a premature or sick infant remaining in the 
hospital after its mother goes home; but a report 
by letter, phone, or wire (collect to Springfield) 
should be made as soon as it is learned that ex- 
tended care will be necessary. The request 
should specify weight of the premature or diag- 
nosis on the sick infant and an estimation of the 
length of stay. If, however, a second illness de- 
velops during the first year of the life of the 
child, another application must be filed. 


In cases requiring consultation (for either 
wife or child) fees are allowable for bedside 
consultation, consultation and assistance, minor 
surgery, and major surgery. The consultant 
should make application as soon as possible on 
the formal application blank, a supply of which 
is available at the business office of each par- 
ticipating hospital. This requisition should give 
the status of the patient necessitating consulta- 
tion and specify the type of consultant service 
rendered or to be rendered. This application, as 
any other, should be filled in as soon as possible 
and sent to Springfield immediately. 


For various reasons it occasionally becomes 
necessary for a doctor other than the one orig- 


inally authorized, to give the services. The sec- 
ond physician may secure authorization for pay- 
ment if a formal application is filed by him. 
Payment will be made to each physician for the 


care given by each. 


Payment. — Payment is made when the at- 
tending physician, a consultant, or hospital sub- 
mits the report on the care given the case to- 
gether with four copies of the bill. On the fee 
schedule given below it will be noted that there 
is a $50.00 overall fee for complete maternity 
care in an uncomplicated case. In order to ob- 
tain the entire $50.00 fee the report must show 
that the following were given after the date of 
authorization: — seven or more antepartum 
visits, delivery care, and postpartum care, and 
the postpartum checkup at about six weeks. If 
the patient is to have a postpartum checkup, it 
would be the procedure of choice to delay sending 
in the report of maternity care and the statement 
in quadruplicate, until this last office visit had 
been made. 


Beside nursing care at home or in the hospital, 
a3 requested by the physician, may be authorized 
fer the mother or infant as a special service dur- 
ing a serious illness or for home delivery. 
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Since the basic principles of the Illinois plan 
follow very closely the presentation in the 
J.A.M.A. of January 22, 1944, the reader is re. 
ferred to that issue for a fuller discussion of 
this program. (J.A.M.A. Vol.: 124, No. 4, 
P. 241, Jan. 22, 1944.) 


The fee schedule of the EMIC plan in IIli- 
nois, effective on authorizations issued on or 
after February 1, 1944, is outlined below: 





ILLINOIS EMERGENCY MATERNAL AND IN. 
FANT CARE PROGRAM — MEDICAL 
. FEE SCHEDULE 
(Applies only to Authorizations Issued Feb. 1, 1944 
or Later) 
Payable Only for Services Given after Effective date 
of Authorization — See Reverse 


PAYABLE TO ATTENDING PHYSICIANS 
FOR THE WIFE 
1. Complete Maternity Care—i.e. from effective 
date of authorization through the six weeks 
postpartum period. This includes all care 
given (1) the pregnant wife by the doctor (7 
or more visits before delivery, delivery, post- 
partum care and 6 wks. postpartum exam.) 
(2) the infant during the first 2 wks. of life. 
Office visits for complications, attributable or 
not to pregnancy, count as antepartum visits 
(for home or hospital care see 3 telow) ....$50.00 
For care _less than above, the $50.00 fee is 
prorated: — 
a) Antepartum Care — If 7 or more visits 
given 
If less than 7, $3.00 for first visit, $2.00 
each additional. 
b) Delivery and care to 6 weeks post- 
partum 
c) Postpartum examination at end of six 
weeks 
. Care Beyond 6 Weeks Postpartum (home or 
Hospital: not office) 
a) Ist week, if 4 or more visits made (if 
less than 4, $3.00 per visit) 12.00 
b) Each added week if 3 or more visits 
made (less than 3, $2.00 per visit) .... 6.0 
. Medical Care (Home or Hospital: not office) 
if intercurrent nonobstetric conditions not re- 
quiring major surgery ........ Same as “2” above. 
. Spontaneous Abortion without Surgery (add 
antepartum visits) 
5. Abortion with Surgery, & pre- & post opera- 
BRU OIE oan ssp cals cai 'e-x fs ashes eet pores eens 
6. Ectopic Pregnancy, surgery, pre- and_post- 
operative care 
FOR INFANTS UNDER I YEAR 
1. Medical Care, Including Minor Surgery 
(Home, Hospital or Office) lst week, 4 or 
more visits (less than 4, $3.00 per visit) .... 
Each added week of 3 or more visits (if less 
than 3, $2.00 per visit) 


3.00 
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2. Immunizations 

a) Smallpox; successful 

b) Diphtheria; two or more “shots” (nothing 
for one) 

c) Whooping cough; (not less than 3 pro- 
cedures) plus cost of vaccine when not 
available from the State 3.00 

PAYABLE TO DESIGNATED CONSULTANT 

ONLY FOR EITHER WIFE OR INFANT 

. Bedside consultation — per consultation .... 10.00 
. Consultation including service as assistant ... 10.00 
. Minor surgery, (including pre- and post- 
operative care) 
. Major surgery (with consultation, pre- and 
post-operative care) 

a) On infants** (exclusive of care avail- 
able under State Crippled Children’s 
Program). 

b) On wife (during pregnancy and six 
weeks postpartum) 

1. Obstetric surgery. 
2. Non-obstetric surgery**. 
PAYABLE TO ATTENDING PHYSICIAN 
OR CONSULTANT 
. Telephone consultation (long distance) : 
(Actual cost of call.) 
. Travel: for travel time and cost while attend- 
ing seriously ill patient, or home delivery out- 
side city limits of doctor’s residence — per 
mile each way 
(Maximum payment for travel per case $25.00) 
* Until list is available, choice of attending physician 
will be authorized. 
**Payable to a consultant who may also be attending 
physician. 





The stomach is a slave that must accept every- 
thing that is given to it, but which avenges 
does the slave——Emile 


wrongs as slyly as 


Souvestre. 





Tuberculosis is by far the most important public 
health problem in Alaska. At least two factors now 
stand in the way of an effective program for its con- 
trol; the lack of anything even approaching adequate 
hospital facilities, and the failure of the white popula- 
tion to understand the seriousness to them of the great 
numbers of cases among the natives. 

Methods of finding and reporting cases are very poor 
and there is an astonishingly large number of deaths 
that occur without any medical attendance so that the 
cause of death is given as “unknown”. The figures 
for tuberculosis deaths are admittedly incomplete for 
these reasons. Even so they represent death rates for 
whites of 48 per 100,000. The rate for the United 
States among white persons in 1940 was 37 per 100,- 
000. The native death rate of 728 is nearly 15 times 
the rate for the United States. Carl E. Buck, Dr. P.H. 
and G. Hays, M.D. Alaska’s Health, Dec. 1943. 
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DOCTORS AND NURSES IN CHINA GROW 
PLANTS FOR NEEDED DRUGS 


Doctors and nurses in China’s vast northwest ter- 
ritory, surrounded on three sides by Japanese armies, 
have been forced by necessity to become farmers. 

Because of a crucial shortage of drugs such as 
belladonna, digitalis, codeine, and morphine, Chinese 
physicians and surgeons looking after ill and wounded 
guerrilla soldiers are now attempting to cultivate plants 
producing the drugs. China Aid Council, a participat- 
ing agency of United China Relief, announces that 
Mme. Sun Yat-sen, who sponsors medical aid to 
guerrilla fighters and their children in the northwest, 
has cabled an urgent appeal for information on the 
cultivation of the purple foxglove, whose leaves pro- 
vide digitalis, and on the cultivation of the deadly night- 
shade plant, whose leaves produce belladonna. 

Mme. Sun, who is the widow of the founder of the 
Chinese Republic, writes that codeine and morphine, so 
necessary on the battlefront, are now being extracted 
in small quantities from opium. 

Blockaded on three sides by Japanese armies, this 
northwest area had not received outside medical aid for 
two years until recently, when several truckloads of 
medical supplies were sent through from Free China. 
In the past five and a half years, medical treatment of 
the thousands of Chinese guerrilla soldiers was made 
possible almost entirely by drugs and medicines cap- 
tured from the Japanese or smuggled out from Peiping, 
and by the small quantities of drugs and serums man- 
ufactured in the local drug factory. 

Mme. Sun writes that thosuands of guerrilla soldiers 
have died, and many more have suffered unnecessarily 
for want of medicines in the northwest region, where 
fighting has been constant since Japan started her in- 
vasion in 1937. The death last December of Dr. 
Kotnis, a young doctor from India, director of the 
International Peace Hospital in Wutaishan, is said to 
have resulted from inadequate medical treatment due 
to drug shortage. 

His predecessor, the Canadian, Dr. Norman Be- 
thune, founder of the International Peace Hospitals, 
died in 1939 as a result of lack of drugs needed to 
treat an infection. 

A drug factory and serum institute, aided by funds 
sent by China Aid Council of United China Relief, 
are now producing medicines made from local herbs 
and indigenous materials. Mme. Sun also writes that 
the low grade vaseline obtained from local oil fields 
is being improved upon by Chinese research chemists 
working in the drug factory.—Connecticut State M. J. 





“These are the times that try men’s souls; the 
Summer Soldier and the Sunshine Patriot will, 
in this crisis, shrink from the service of his 
country, but he that stands it now deserves the 
love and thanks of Man and Woman.”—Thomas 


Paine. 





Medicine’s Role in the 


War Effort 





ARMY TO TURN OVER CERTAIN CAMPS 
TO VETERANS’ BUREAU FOR 
HOSPITALS 

The War Department announced recently that 
certain army camps which have been vacated by 
troops sent overseas will be turned over to the 
Veterans’ Bureau for use as Veterans’ hospitals. 
This decision was made at a meeting called by 
Lieut. Gen. Brehon Somervell, commanding gen- 
eral, Army Service Forces, in his office and at- 
tended by Brig. Gen. Frank T. Hines, chief of 
the Veterans’ Administration, and Major Gen. 
Norman T. Kirk, Surgeon General of the Army. 
In announcing this transfer, General Somervell 
said that “the War Department is determined to 
see that every discharged, wounded or sick vet- 
eran gets the best possible care and that this care 
is uninterrupted. Anything less is unthinkable. 
Not a single veteran of the present war should be 
discharged until he is entirely recovered or until 
the Veterans’ Administration has a bed for him. 
The number of beds in army hospitals is of neces- 
sity limited. Adequate preparation must be made 
to receive wounded men from overseas for im- 
mediate treatment. General Hines desires to 
assume responsibility for each veteran at the 
earliest possible minute. We are in complete 
agreement on the obligation of the government 
to the sick or wounded soldier. However, the 
Veterans’ Administration has been hampered by 
lack of facilities and of trained staffs. Therefore 
we offered to turn over as many camps as General 
Hines needs to assure uninterrupted care and 
comfort for our men. He accepted our offer and 
we now are working out details together.” 

General Somervell announced at the same time 
taat, in order to prevent doctors assigned to 
Veterans’ hospitals from resigning to join the 
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army, all such doctors who can pass physical 
examinations will be commissioned in the Army 
Medical Corps and reassigned to the Veterans’ 
hospitals to assist General Hines in meeting the 
existing acute situation in regard to all types of 
personnel. Which military establishments will 
be transferred has not yet been decided, but the 
War Department and Veterans’ Bureau officials 
hope to make their decision shortly and begin 
preparations to receive patients as rapidly as 
possible. 
* * 
CAPT. EDGAR 0. HUGHES AWARDED 
SOLDIER’S MEDAL 

Capt. Edgar O. Hughes, formerly of Wash- 
ington, Ill., was awarded the Soldier’s Medal for 
“heroism on July 5, 1943. Fifteen freight cars 
loaded with gasoline, bombs and other military 
equipment were on a railroad siding near a sta- 
tion. Gasoline which was being transferred to 
two trailers suddenly ignited, causing a tremen- 
dous explosion. Rushing to the fire, Captain 
Hughes and others helped combat the flames in 
an effort to check the possibilities of further ex- 
plosions and damage. He assisted in uncoupling 
the eighth and ninth cars and, using the cab of 
the gasoline trailer as a locomotive, Captain 
Hughes and his companions brought eight 
freight cars to safety. While they were attempt- 
ing to repeat the process with respect to other 
cars near the burning gasoline some of the bombs 
exploded, the concussion knocking the men to the 
ground. Although suffering shock and abrasions, 
they continued their attempts to halt the spread- 
ing flames, which had now reached the nearby 
dry fields. Soon after, they were removed from 
the scene by superior command and given med- 
ical treatment. By his unfailing devotion to duty 
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and outstanding courage, Captain Hughes was 
greatly responsible for saving from complete de- 
struction vast quantities of military equipment. 
His clear thinking and unusual initiative have 
reflected great credit upon himself and have up- 
held the highest traditions of the military service 
of the United States.” 

Dr. Hughes graduated from the University of 
Illinois College of Medicine in 1941 and entered 
the service Feb. 26, 1942. 

* * 
PRISONER OF WAR 

Word was recently received from Major 
Willard H. Waterous of Manila that he is being 
held a prisoner of war in Military Prison Camp 
No. 3, Manila, P. I., and that since the fall of 
Bataan and Corregidor he has been taking care of 
military prisoners of war. Dr. Waterous made his 
home in Manila for nearly twenty-five years. He 
joined the army when war was declared, under- 
went the bombardment of Manila on Dec. 27, 
1941 and when the city was occupied by the Jap- 
anese on Jan. 2, 1942 retreated with General 
MacArthur’s forces to Bataan Peninsula, which 


withstood terrific attacks before falling, April 


9, 1942. Dr. Waterous graduated from North- 
western University School of Medicine, Chicago, 
in 1916, his former home being Galva, II]. 
* * 
AVIATION MEDICAL EXAMINERS 

Graduating exercises were held at the School 
of Aviation Medicine, Randolph Field, Texas, on 
January 6 following completion of the course for 
aviation medical examiners. The list of Illinois 
medical corps students graduating follows :— 

William L. DeRenne, Captain, Chicago. 

Harold Feldman, Captain, Pekin. 

Roy R. Grinker, Lieut. Col., Chicago. 

Weston W. Jones, Captain, Evanston. 

Edward W. Kallal, Captain, Chicago. 

Philip H. Ross, Captain, Chicago. 

leland M. Stilwell, Captain, Champaign. 

* * 
ARMY SILVER STAR GIVEN TO 
NAVY DOCTOR 

Lieut. James F. Regan, commanding officer of 
inavy medical detachment serving with a marine 
aider battalion, was recently presented with the 
Amy Silver Star for gallantry in action on New 
Georgia, Solomon Islands, during the operations 
against the enemy there last July. The citation 
accompanying the award read in part as follows: 
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“Dr. Regan directed the activities in the care of 
and aided the evacuation of over 200 casuulties, 
including 72 litter (stretcher) cases, in areas 
covered by enemy small arms, machine gun and 
mortar fire during the period from July 8 to 
July 21.” Dr. Regan graduated from the Uni- 
versity of Chicago Department of Medicine in 
1934, and entered the service in July 1942. 
* * 


RESIDENT AND INTERN QUOTAS FOR 
HOSPITALS, 1944-1945 

The Procurement and Assignment Service is 
now setting quotas for hospital intern and res- 
ident staffs for 1944-1945. Any hospital which 
has had significant changes in patient load dur- 
ing the past year is urged to submit immediately 
to the Procurement and Assignment Service 
Central Office a report covering average daily 
census, births, inpatient admissions, exclusive of 
births, and outpatient visits for 1943. No ques- 
tionnaire is being sent to hospitals for this pur- 
pose. However, it is in the interest of the hos- 
pital to send in such data, since it will be con- 
sidered by the hospital subcommittee charged 
with setting quotas. 

* * 
ROYAL ARMY AIR CORPS OFFICER 
FIRST TO USE PENICILLIN 

Lieut. Col. Ian Fraser, Royal Army Medical 
Corps officer, who was the first one to use peni- 
cillin in the front line, has been awarded the 
D. S. 0. for doing so under heavy enemy fire 
on the Sicilian beaches. The citation recorded 
that he used technic novel to war surgery and 
“established new and most valuable wound treat- 
ment.” For forty-eight hours he remained 
ashore under shellfire and divebombing and 
then, before returning to his hospital ship, gave 
a pint of his blood to save the life of a gravely 
wounded man. 

* * 
GOLD WINGED BADGE FOR ARMY AIR 
FORCES FLIGHT NURSES 

The War Department announced on January 
18 the adoption of a gold winged badge for flight 
nurses of the Army Air Forces which is similar 
to the flight surgeon’s wings except that it is 
smaller and consists of the combat observer’s 
badge with the insigne of the Army Nurse Corps 
superimposed in the center. These wings have 
been authorized for wear by nurse graduates of 
the School of Air Evacuation, Bowman Field, 





118 ILLINOIS MEDICAL JOURNAL 


Ky., who have been assigned to flight duty. Five 
hundred have graduated since the flight nurses’ 
training program was begun a little more than a 
year ago. Flight nurses now are serving with 
Army Air Forces’ air evacuation units in all 
major combat zones, as well as with units as- 
signed to global air transport routes. They take 
care of the wounded, sick and injured soldiers 
being evacuated aboard transport and cargo 
planes. 
* * 
CHOICE OF STUDENTS BY DEANS 
OF MEDICAL SCHOOLS 

The Directing Board of the Procurement and 
Assignment Service urges that if at all possible 
the 20 per cent of places not covered by Army 
and Navy contracts in classes entering medical 
schools after Jan. 1, 1945 be filled with students 
who on graduation will not be obligated for mil- 
itary service: that is, with women and men phys- 
ically disqualified. This is the only group that 
can be depended on to serve as replacements for 
physicians in civilian practice. 

Only in case a school does not have a sufficient 
number of acceptable applicants in this category 


to fill these places should the number of Army 
and Navy students accepted exceed 80 per cent. 
It is urged also that decision to accept more than 
80 per cent of students from the armed forces 
be postponed until the latest possible date. 

* * 


IMPLICATIONS OF WAIVERS FOR 
KNOWN PHYSICAL DEFECTS 

The Office of the Judge Advocate General of 
the Army recently gave his opinion concerning 
the implications of waivers for known physical 
defects which physicians sign on being appointed 
for limited service in the Army Medical Corps. 
The opinion, which was released by the Procure- 
ment and Assignment Service of the War Man- 
power Commission, is as follows: 

“Response is made to your oral inquiry wheth- 
er acknowledgment, on the accompanying form, 
of existing physical defects would preclude a 
person from thereafter claiming benefits to which 
he would otherwise be entitled on account of the 
service connected aggravation of such defects. As 
to the defects acknowledged, the execution of 
such an instrument merely provides additional 
evidence of their existence and to that extent 
would operate to preclude the person involved 
from thereafter claiming benefits on account of 
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them. It is the opinion of this office, however, 
that the mentioned form does not purport to be 
a waiver of possible future benefits to which the 
individual might become entitled by reason of 
any service connected aggravation of such defects 
and would not operate to deprive the individual 
of any possible benefits on account of such ag. 
gravation.” 


* * 


PROCUREMENT OF NURSES FOR 
MILITARY SERVICES 


On January 8 the War Department officially 
notified the Directing Board of Procurement and 
Assignment Service that -appointments to the 
Army Nurse Corps will be curtailed after 3,500 
nurses needed early in 1944 have been procured. 
Thereafter only replacements will be needed. The 
Navy still needs nurses at the previously estab- 
lished rate of 500 nurses per month, but military 
needs may change rapidly with the course of the 
war. If such change occurs, the state committees 
will be advised at once. 


Quotas soon to be released will place the major 
burden of procurement of nurses for military 
duty on those states which have supplied less 
than their share of nurses. But all state and 
local committees, as quotas are met, should direct 
activities more toward civilian needs for essential 
nursing services. A program for such activities 
will be released shortly ; meanwhile, organization 
of additional local committees needed should be 
expedited and all efforts should be made to 
strengthen existing committees for the important 
and continuous task ahead. 





The administration of the tuberculin test to children 
of all ages has been found of great value. Whenever 
a child reacts characteristically to tuberculin there can 
be no doubt that he has had direct or indirect contact 
with a case of contagious tuberculosis, and a search 
for such cases among reacting children’s adult asso- 
ciates is always profitable if carefully done, even if 
all sources are not found in this manner. Every child 
who reacts to tuberculin should have routine annual 
examination when adulthood is reached. J. A. Myers, 
M.D., Jour. A.M.A., Mar 20, 1943. 





UP TO HIM 
Selectee: “They can’t make me fight.” 
Draft Board Chairman: “Maybe not, but 
they can take you where the fighting is, and 
you can use your own judgment.” 
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CARDIOVASCULAR ROUND TABLE 
Francis D. Murpuy, M. D., MILWAUKEE, WIS. ; 
Hermon H. Coz, M.D., SPRINGFIELD, 
AND 
Enear M. StEvENsON, M.D., BLOOMINGTON 


Dr. Chauncey Maher: The first question I 
have, Dr. Murphy, is: What heart lesions contra- 
indicate pregnancy ?” 

Dr. Murphy: Dr. Cole would like to take that 
one. 

Dr. Cole: The answer to this question as to 
what lesions contraindicate pregnancy must be 
narrowed before it can be answered intelligently. 
In most instances the lesion in question in a 
pregnancy is rheumatic. Coronary disease, 
arteriosclerosis, congenital, and syphillitic lesions 
are rare. JI should say the most dangerous 
lesion from a rheumatic standpoint, aside from 
acute rheumatic fever itself which is always a 
contraindication to pregnancy, would be the 
lesion of the aortic valve. Mitral lesions usually 
do not give much trouble. The most serious 
danger in pregnancy is that a perfectly quiet 
theumatic lesion may become active during the 
course of the pregnancy. Mitral stenosis, the 
typical rheumatic lesion, if well advanced, is a 
contraindication and where there are symptoms 
and sufficient evidence of previous congestive 
failure, one is justified in interrupting such a 
patient. 

I believe that one should rarely consider a 
second interruption but in a primipara I think 
an interruption is justified. I believe, also, that 
all mitral and aortic combined lesions and all 
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aortic lesions justify interruption. In older 
multipara where the question of a coronary 
lesion arises or where coronary occlusion has 
taken place, I feel that we are always justified 
in interfering as I seriously doubt whether any 
woman with coronary disease could carry through 
without serious trouble. 

Dr. Murphy: I feel that Dr. Cole has answered 
about the way I would. I think that mitral 
stenosis is a disease that really does make preg- 
nancy a dangerous situation, yet it depends on 
the heart muscle, it depends on whether the 
heart muscle is adequate, whether there is myo- 
cardial damage along with it. 

We will take the next question: “How long 
should a child with active rheumatic fever re- 
main at bed rest?” 

I will ask Dr. Stevenson to take that one. 


Dr. Stevenson: Dr. Murphy, Ladies and 
Gentlemen: I think we could best answer that 
question by a single word: individualization. 
Yet, I realize this is not an adequate answer. 
It has been said by good men a minimum of 
three months is advisable, and yet I have seen 
and I know all of you have seen children with 
active rheumatic disease who were not quiescent 
at the end of three months. The white count, 
the differential, particularly the sedimentation 
rate should be somewhat of a guide. 


We are dealing, in this kind of problem, not 
with a single entity but with a disease and a 
complication. It is dependent, it seems to me, 
on the individual ability to combat the primary 
invader, rheumatic infection itself, and to de- 
termine clinically and by such means as we have 
at our disposal the extent of damage done. 
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About two weeks ago I had the privilege of 
hearing a noted cardiologist say he keeps all of 
his acute rheumatics in bed for one year. We 
had the experience at the Illinois Soldiers and 
Sailors’ Children’s School at Normal, where 
there is a census of about 750 children out of 
which number we found 280 with rheumatic 
type heart disease proven clinically and by in- 
vestigative measures, and we felt four months 
was a minimum. We let some of them out at the 
end of that time who had normal sedimentation 
rates and normal counts. They had been up and 
around the wards with very little endocardial 
activity, certainly no evidence of failure, and 
at the end of five and six months we began to 
get some of them back with recurrences. 

We know rheumatic infection has a tendency 
to recur anyway, and perhaps this is the answer 
to those problems which came back in our laps, 
— because we were a little bit hurried in getting 
them out of the hospital. 

I think we have to individualize the child, 
bearing in mind that on one hand we may make 
them heart-conscious and their families heart- 
conscious if we insist on too long a period, and 
on the other hand, of having them return with 
a slap in the face to us as clinicians if we do not 
keep them long enough. 

Certainly the sedmentation rate, certainly an 
exercise tolerance and certainly careful observa- 
tion of any child with rheumatic history or 
with rheumatic findings would indicate conserva- 
tive management. 

1 don’t know how one could answer the gues- 
tion more specifically than to say each is an in- 
dividual problem, deserving of individual con- 
sideration. 

Dr. Murphy: The next question is: “What 1s 
the most important single finding in the examin- 
ation of the heart?” 

Undoubtedly the most important single sign 
is heart enlargement. A heart that is enlarged 
is most likely a diseased heart. A heart that isn’t 
enlarged, while it may be diseased, chances are is 


not. 

A heart may show many signs, — murmurs, 
and so on, — and if the heart is not enlarged, 
apparently it hasn’t suffered great strain. This 


enlargement can be determined by simple palpa- 
ion; it is mot necessary to get down to such 


fine points as teleo-roentgenologica) examination 
in order to determine this, 
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The next question is: “What is the value of 
oxygen therapy in heart disease?” 

I will ask Dr. Cole to answer this question. 

Dr. Cole: Many people who have serious 
cardiac disease with dilatation and in whom there 
is a certain amount of pulmonary edema have 
great difficulty in sleeping. I have found and 
imagine many of you have that when these 
people are put to rest at night with a sedative 
and then given twenty to thirty minutes of 
oxygen they will go to sleep like other people 
and will often sleep the night through. They 
will not do this unless the oxygen is given and 
the stimulation of the carbon dioxide reduced 
to allow them to relax. I feel definitely that 
this is one of the best uses of oxygen that I have 
found. I am very sure, too, that in recent years 
many lives have been saved through the use of 
oxygen and that it deserves a wider use than 
it now has. 

Dr. Murphy: Good! 

The next question is: “Of what value are the 
sulfonamides in the treatment of rheumatic in- 
fection?” And another question says: “What 
success has been obtained in the treatment of 
subactue bacterial endocarditis with the newer 
drugs, 1.¢., phosphorus, gramocidium, penta- 
cilium, sulfonamides, etc. Also fever therapy?” 

I will ask Dr. Stevenson to answer that. 

Dr. Stevenson: “Of what value are the sul- 
fonamides in the therapy of rheumatic infee- 
tion?” I think I can answer in one word by say- 
ing so far as I know, at least, “none”. In the 
group of children of which I spoke a moment 
or two ago, we felt the rheumatic fever had its 
origin from streptococcus invading organisms. 
Tf that were true, some of the sulfonamides, 
particularly sulphanilamide, might be of some 
value. 

We saturated these youngsters with sulfona- 
mides, and were successful in doing only one 
thing, — causing sulfonamide reactions. The 
rheumatic episode went on as usual. 

I think the same thing might be said in answer 
to the second question: “What success has been 
attained in treatment of subacute bacteria) ex- 
docarditis with the newer drugs ?” 


In 1939 it was felt the sulfonamides, partic- 


ularly the sodium salts, in combination with 


heparin, were of value and we saw on the service 
at the time three women, wives of physicians, 
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who had had cardiac lesions and who followed 
the classical picture of subacute bacterial endo- 
carditis. They were given intravenously sodium 
sulfapyridine and other sulfona products with 
heparin, and strangely enough, there was a re- 
turn to the normal so far as temperature and 
symptomatology were concerned. 

One of these women relapsed within a period 
of six months. The other two within eighteen 
months. 

I have seen nothing in the literature and have 
had no satisfactory success with any of these 
new products, in subacute bacterial endocarditis, 
and I might add that in one case I feel our en- 
thusiasm for the use of those preparations with 
heparin proved disastrous, — perhaps sooner 
than would have been expected without them. 

Dr. Murphy: The next question is: “What is 
the place for Papaverine in cardiovascular le- 
sions ?” 

Papaverine is one of the newer drugs that 
has been used in various kinds of coronary dis- 
ease. Papaverine is one of the alkaloids of 
opium and differs from others in that it seems 
to have the factor of increasing the blood flow 
in the coronary system rather than diminishing 
it, as do morphine, codein and others. 

In acute coronary occlusion papaverine has 
been used in one grain doses intravenously every 
three or four hours; one may use it intravenously 
or by mouth three or four times a day. Papa- 
varine does not seem to leave other bad effects 
that other opium derivatives do. We have used 
it for several years and have been mighty pleased 
with its results. 

It is also of value in angina pectoris where 
one does not want to use a nitroglycerin. Possibly 
it is better to give the patient a grain of papa- 
varine by mouth instead of nitroglycerin, In 
many places papavarine is supplanting nitro- 
glycerine in attacks of angina pectoris. 

Next I will ask Dr. Cole to take this question: 
‘What is your experience with testosterone for 
angina pectoris?” 

Dr. Cole: In answer to that I would say that 
there was a time when we were given to under- 
stand and given the promise that this material 
would give us considerable relief. I gave it a 
very extensive trial two or three years ago and 


gave it up. Then I recently went back to it to 


see if 1 could do any better, and in both instances 
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I am quite well satisfied that it gave me nothing 
at all. I did not get the results that other people 
seem to have gotten, and to me it has proved a 
great disappointment. I don’t know what other 
men have found, but I still have one patient that 
I am using it with at the present time and, 
frankly, I think it is going to be a disappoint- 
ment. It has not helped. 

We were told, and we were led to expect at one 
time — and not so very long ago, — that we had 
perhaps found the fountain of youth in testost- 
erone. It has also proved to some extent dis- 
appointing in that respect. 

Certainly, with the cases where I have used it, 
they have been so far as possible selected cases 
of angina without definite pathological findings 
except they gave a clear anginal pain, — I have 
been much disappointed and they have not been 
a success in my hands. 

I would like to know if the other two men 
would speak about the same thing. 

Dr. Murphy: My own experience with testos- 
terone has been about the same as that of Dr. 
Cole. Some people report good results in the 
control of anginal pain by the use of oreotone, 
testosterone and some of those male sex hor- 
mones. Well, the patients in Milwaukee react 
differently than those reported in the literature 
as it didn’t do any good. We tried hard, gave 
big doses, but they did not seem to react. 

The next question is: “What prognostic sig- 
nificance of a persistent diagnostic ‘Q’ wave 
after the period of six months following a 
coronary ?” 

I will ask Dr. Stevenson that question and 
then another one along the same line: “A per- 
sistent ‘Q’ wave, — prognosis from the insurance 
standpoint,” 

Dr. Stevenson: I should like to answer this 


question or attempt to answer the question from 
the standpoint of imsurance medicine first. 


“Prognosis of the persistent ‘Q’ wave from an in- 
surance standpoint.” 


Some years ago Dr. Pardee, I think sug- 
gested that a remnant of coronary occlusion 
would frequently be elicited in the electrocardi- 
ogram by careful evaluation of the “Q” patterns. 
1 think it was Pardee who also said in order to 


be of significance, a “Q” wave must be at least 
25% of the height of the initial deflection, About 
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this time, some of the larger insurance com- 
panies in the east began to report their statistics 
from the standpoint of the “payoff” on vascular 
disease and went back over some of their experi- 
ences. Now I am not just sure what “The rem- 
nants of ‘Q’ wave” really means from a prog- 
nostic standpoint. 

We do know in insurance medicine that those 
patients who have died of coronary disease after 
their coronary episode of several months in- 
creased the hazard from the insurance company’s 
standpoint considerably. 


Mor example, of a thousand patients who have 
hadi “‘Q Bs, we know, as actuaries, 14 of the 


thousand will be dead of coronary disease with- 
in a year, What we do not know is which of the 
thousand will be the 14, so we have to under- 
rite them all alike, 

\ think a deep “Q is of much more significance. 
{ am convinced we see a good many ‘Q’ waves 
m a good many electrocardiographs. 1 am fre- 
quently unable to satisfactorily explain what the 
minunun “iY” signifies, Possibly it is a remnant 


insufficiency, im many instances 


of coronary 


it is undoubtedly the only remaining evidence 


of posterior coronary occhosion. Li he myo- 


eardium has regenerated through collaterial cir- 


enialion io a pomy where Yhe scar is hrm, where 
there has been no failure, where the heart mus- 
le is perlecy capable of carrying on the par- 
ticular individual’s activities, certainly we can- 
not attach too much significance hut there are 


those who continue im their physical endeavors 


to conduct themselves as of twenty-five years of 


age instead of forty-five or fift\y, or even a Migher 


age group, and [ think in those problems the 
“Q wave is ol iar more mgmiicance Than it 


would be otherwise. 

So far as the prognosis on persistent “Q” 
wave after a period of six months following 
coronary occlusion, Id say that the prognosis 


would be poor. Certaimby WW is imdicalive of 


change in the myocardium. [ think it might 
Very well lead to other coronary episodes, know- 
ing that each successive one was more dangerous 
to the carrier than the one preceding. 

Dr. Murphy. We cannot answer all these ques- 
tions, but we will answer a few more. One 
estion here that is important says: Can you 


give a rough method of diagnosing auricular 


fibrillation without an electrocardiogram?” 
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That gives me courage to speak about some. 
thing 1 think is very, very important and that 
is the study of our management of heart disease, 
today said to be undergoing radical change 4. 
mong general practitioners. 

I know that it is true that the general practi- 
tioner is the man to handle heart disease, -= 
irregularities and other types, — because heart 
disease is the most important disease that aur 
general practitioner treats, because it is the 
most common disease, and he has to take care 
of Kh. He is the man on the ground, he is the 


man who can be prompt and can give personal 
and continuous attention to the cardiac. He js 


the man who must continue the handling of the 
CABE, 

The electrocardiograph has done great things 
and many general practitioners whom I meet 


not only im Wisconsm but im Michigan and 
Towa and various other places, say, “Gee! I used 
to handle heart cases pretty well but recenily J 
don’t know, it has gotten too complicated for 
me)” 

Now Tf think this is a great mistake for me 


to get that sort of an idea. Of course if they 


move to a large center where investigative work 
is going on and if they watch the work of the 
clinics with the electrocardiograph, with the 
velocity studies, venous pressure studies, volume 
studies, of course that is complicated, but al) 
this is not necessary. 

The average general practitioner always was 
apie Yo Yell about, let us say, venous pressure 
without any elaborate instument. He looked at 
the veins in the neck and he knows if they are 
swollen that pressure is increased in the venous 
system. As to the speed of Dow, he can obisin 
plenty information there if he just watches the 
condition of the hands and feet. 

X Aon say That Aisparagimgly or against the 
instruments of precision: [ am nof one such as 
Niubbara referred to when he said “If a man is 


not up on a thing, he’s down on it,” because I 
am iami)iar with those things, but we can gel 


along without them and the general practitioner 
shouldn’t become confused with these instri- 
ments and these reports that have come out. 

I think that the whole thing with the cardiac 
study is the use of judgement and the man who 


practices generally and has seen many of them 
is the man whose judgement is best relied upon. 
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The general practitioner was doing pretty 
good in heart work and does it now very well, but 


he becomes confused when he attempts to corre- 
late the electrocardiographic tracing with his 
patient. If he’d just forget the electrocardio- 
graphic tracing and treat the patient, he would 
come out all right. 


Auricular fibrillation 1s a disease of older 
people. 1t is especially very apt to occur in jhy- 


perthyroidism. How do you diagnose it? I 
don’t think you need an electrocardiograph to 
make the diagnosis. If the heart is irregular, if 
it doesn’t have regular pattern, if it is contin- 
nous, then if one listens to the heart and counts 


the beats, feels the pulse and counts the heats 


Yhere, 1i Yhere is a Aifference of ten or fifteen 


heats between the apex and the wrist, that is cer- 
tainly auricular fibrillation and one doesn’t need 


an electrocariograph to tell it. 
The next question is two in one here; is that 


right? “What is the minimum time for coronary 


patients ¢o return to work?” Ana this long ques- 


Non, LT am goimg to ask Dr. Cole to wrestle with 
this: “Cecastonally one sees patinis wih de 
compesated hearts, especially after recovery from 
coronary occlusion, whose heart rate remains 
around 90 wm spite of digitalis, to the point of 
intoxication. The rhythm is normal but the 
Potiems remain dyspneic and ortheopneic even 
at bed rest. The basal rates are normal. What 
dah be done for these patients? Cam they be im- 
proved or have they reached the end of the line 


due to thew marked myocardial damage?” 


XN very Pig, Question, Dr. Gole. 

{ chose to combine those two questions ée- 
cause they really bear upon Yhe same Yning. 1 
think there is no minimum time for an ordinary 
coronary occlusion, because that is too broad 
a question. Like everything else in medicine, 
Jou've got to individualize very strongly. 

AX coronary occlusion which looks wery mild 


@@ begin with may end up very suddenly witkia 


he first week or withim Yhe fitst month or with- 


in the first four or five months with an acute 
ventricular fibrillation and sudden death. On 
the other hand, a very severe coronary occlusion 
which apparently, from al) clinica) signs, invo)- 
ves the whole main branch, may make a recovery 
and live for several years before he dies of an- 
other occlusion or of something else. 


Automatically, in my own practice, I regard 


even the mildest of coronary occlusions with a 
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considerable amount of circumspection. [ don’t 
trust them. 1 do not know what the rest 


of you men do but I fear the sudden death fea- 
ture after an acute coronary occlusion so much 
that I routinely use quinidine for the first weeks 
after the coronary occlusion in the hopes that 
LT may prevent a sudden death. 

Whether that has done it or whether we have 
been more fortunate In the way of handling 
coronary occlusion, [ am not sure, but [ am 
sure of one thing: ‘Yhat since J have been domg 
that, I have been getting much fewer sudden 
deaths after coronary occulsion than I used to 
get and those that I get as a rule are patients 
that have had their coronary occlusion some 
months or some years before and are not on 


quinidine at the time they developed their sud- 


Aen death. 
Coronary occulsions must each one be judged 
according to the amount of damage that has 


been done. There are certain instances in which 


the damage is $0 severe, where the occulsion is 


SO extensive, that life is impossible. Those people 


usually die exther at once or within the first three 


or five days. There is a second group that live 


beyond that four or five days; they have enough 


reserve to carry them Through he first four or 
five days normally, then another certain amount 
of treatment will make a difference and carry 
them on until they gradually develop, over the 
next thirty to sixty days, a grabnally osing pic- 
ture with congestive failure and they die. 


There 1s a third group in which £ think man- 


ABeMenY is a Mam factor Mm survival. ‘Those tvo 
first groups [ think were people who had foo 
much damage to survive. In this third group 
where the original shock is survived, there still 
remains some reserve but not sufficient to carry 
on. If these people are rested over a period — 


and automatically my order is not less than six 


weeks complete and absolute rest in bed — they 


may be expected to go on to recovery. Beyoud 


Unis six weeks period the time is varied according 


to what is necassary to put back reserve in the 
heart, and as 1 get them up it is Gone cautiously 


and very slowly, usually with quinidine as a pre- 
ventive of ventricular fibrillation along with 
other drugs. 

The other question about the patient who has 
been down for some time and in whom digitalis 


has not helped, whose pulse remains persistently 


high, and who is im chronic failure, I should 
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say that he is on the borderline and that if you 
can hold him over for a time you are fortunate, 
You may possibly get improvement. There is 
always a possibility that the old vessel may re- 
open or a collateral circulation may develop but 
it takes much longer and occurs at much greater 
risk than it does in other places throughout the 
body. Some men never develop a collateral cir- 
culation. Anatomica) studies by Schlessinger and 
others of his group have shown this very well. It 
depends to some extent upon the man’s luck. If 
he has his occlusion posteriorly and it happens 
that this vessel supplies the posterior heart and 
the septum, he is likely to have a serious time of 
it either with a right or left coronary. If, on the 
other hand, he has a balanced posterior circula- 
tion, an occlusion here may not be so serious and 
collateral circulation may develop from the other 
side. ‘Time and careful observation are the only 
methods of determining which is which. 

I have had a number of patients who have had 
to remain down six months to a year. Then they 
returned to work in full capacity and lived for 
considerable periods. Those patients give us en- 
couragement to persist with those who have 
chronic failure over a long time. 

Its a discouraging thing but there is always 
a possibility that where the iodides, perhaps, are 
used, you may be able to give this man enough 
blood supply and give him enough time to re- 
pair his damage and he will get more than you 
think he will. It’s just like the recurrence of a 
stroke. You get a great deal or most of your im- 
provement within the first ninety days and after 
that it is a very slow business. 

You don’t know exactly, when you first see a 
stroke, just what you will get out of it. I think 
the same thing is true of coronaries. They look 
very bad in the beginning and as time goes on 
you may be surprised that they do as well as 
they do. 

As to the dosage of quinidine when used rou- 
tinely as I have stated, I usually use between 
six and nine grains a day for routine use. That 
isn’t a very big dose but sometimes you get too 
much slowing. 
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“The knowledge which a man can use is the only 
real knowledge, the only knowledge which has life and 
g-owth in it and converts itself into practical power. 
The rest hangs like dust about the brain or dries like 
rain drops off the stones.”—Froude. 
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INDUSTRIAL OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 
Gorvon F. Harkness, M.D. 
DAVENPORT 

Mr. Chairman and members of the Section op 
Ophthalmology and Otolaryngology of the IIli- 
nois State Medica) Society, I first want to ex. 
press my appreciation of the honor of being your 
guest at this meeting. 

T have been prompted to take as my subject 
Industrial Ophthalmology and Otolaryngology 
for two reasons. First, because of the unprece- 
dented production by industry in war work. See- 
ondly, because there is a great deal of decentrali- 
zation in this effort and many participating 
plants are not large enough to support full time 
medical staffs. They are without the larger met- 
ropolitan areas and must depend for their med- 
ical and surgical services upon men who are 
primarily private practitioners, and in our own 
field men who in that capacity embrace both 
ophthalmology and otolaryngology. 

I make no pretense of offering anything new 
or startling but rather offer some of the im- 
pressions of one who has been for years asso- 
ciated with industrial medicine as a part of his 
private practice. Time does not permit a com- 
plete survey of such a large subject and if I 
seem to discuss what seem to be trivialities I 
would remind you that the proper care of the 
trivialities in medicine is the best preventive 
medicine that we have to avoid major complica- 
tions. I, also, take refuge in the memory of an 
evening in Chicago some years past when the 
guest speaker of the evening devoted practically 
his entire time in discussing the proper care of 
the punctum lachrymalis. The speaker was a 
man whom I considered one of the outstanding 
clinicians of his time in his own field of medi- 
cine, the late Dr. Harold Gifford. 

The conservation of public health is recog- 
nized as a governmental obligation. Legislation 
relative to the duties and responsibilities of the 
employer and the rights of and compensation 
that may be due the employee are but a part of 
this program. Not only is clarification of such 
legislation needed in many states but the lack 
of unification of the various state laws still 
leaves much to be accomplished. Industry and 
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carriers of accidental risks have for a long time 
looked to the medica) profession for guidance. 
It is true that surveys have in the past been con- 
ducted by the Life Extension Institute Eye Con- 
servation Council and other agencies. B. E. 
Kuechle, Claims Manager and Vice President 
of the Employers Mutual Insurance Company of 
Wausau, Wisconsin, in a paper before the Wis- 
consin State Medica) Society in 1938, stated 
“The vital bearing of sense defects on the effi- 
ciency of individual producers must no longer be 
overlooked. I am sorry to report that in looking 
for guidance from the medical profession in this 
problem, leadership has until at least very re- 
cently been decidedly lacking.” 

The Committee on Compensation from the 
Section on Ophthalmology has given us for a 
number of years a standard by which one can 
speak with some authority as to visual defects. 
We now have the report of a group of consultants 
of the Council on Industrial Health endorsed by 
the section on Laryngology, Otology and Rhinol- 
ogy of the A. M. A. which has submitted a tenta- 
tive standard for estimating the percentage of 
weful hearing loss. These constitute a basis 
from which to apply medical knowledge. Ab- 
stract medical standards are but part of the pic- 
ture. Actual findings may be at variance with 
medical standards. The reasons for the same 
are necessary in completing any industrial sur- 
vey. 

The work of the Council on Industrial Health 
of the American Medical Association is the 
means by which practical medical leadership can 
be provided. It is surveys such as conducted by 
Dr. Hedwig S. Kuhn? that point the way to the 
practical application of medical knowledge. The 
able leadership of A. C. Snell in Ophthalmology 
and W. E. Grove in Otolaryngology as committee 
chairmen facilitate the correlation of the find- 
ings of their committees with studies as made in 
the placement of the industrial employee under 
the direction of Joseph Tiffin, Ph.D. of Purdue 
University. As Tiffin? states “visual patterns 
can be established that will make for success for 
4 specific job but visual patterns are not the 
same for all jobs.” Kuhn found that distant 
acuity of vision was no measure of individual 
efficiency at close range jobs. 

Grove’ (Hygeia, November 1941) after study- 
ing statistics from the State Industrial Commis- 
sion of Wisconsin and from the Michigan De- 


partment of Labor concluded that the person 
who is hard of hearing is if anything less sus- 
ceptible to injury than the person with good 
hearing. 

The industrial surgeon must realize that arbi- 
trary medical standard alone are not the answer 
to industrial needs. Preemployment examina- 
tions and the correction of refractive errors thru 


a cheap contract with some optical company like- 
wise fail in answering the visual problem. The 


prospective employee who fails to meet visual 
standard is entitled to not only a refraction but 
also the diagnosis of any eye pathology that may 


Illustrating satisfactory technique for removal of 
corneal foreign bodies without any assistant. 


be present. The economic factors preclude an in- 
dividual examination of every prospective em- 
ployee by an ophthalmologist. Screening tests 
properly supervised can successfully weed out 
and select for complete examination those with 
substandard vision. The ophthalmologist must 
in his turn be placement program minded, he 
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should know his industry, he should try and help 
the man to a job at which he can be successful 
and provide for industry a possible efficient and 
valuable employee in his particular placement. 
Rechecking of vision and hearing at intervals 
provides a basis for computing compensation 
losses due to accident as well as revealing that 
the individual may be in need of additional re- 
medial measures. 

Quoting Snell’ “The correct basis for evalu- 
ating vision is the measure of the efficiency or 
usefulness of the eye in performing its normal 
physiological function and this in terms of per- 
centage.” 

We are not primarily interested in the eco- 
nomic deductions relative to earning power after 
the functional disability has been computed. 
Such decisions are not our province, yet our 
opinions are asked. The environmental condi- 
tions are not such a factor in visual disabilities 
but are in losses of hearing. We may test with 
tuning forks and the audiometer but it is the 
perception of the human voice as a means of 
communication that is paramount to the indi- 
vidual. ‘This perception varies with the voice 
and with the surrounding noise level. When we 
can devise a means of simulating the noise level 
of the man’s job and then test him with a re- 
corded standardized human voice we will have a 
practical test of hearing deficiency. 

The industrial surgeon should be aware of 
his rather unusual status. While assured of his 
compensation from the employer or his agent, a 
casualty insuring company, he has a_ position 
that transcends that of an employee. As far as 
the patient and his accident is concerned, he is 
first and all the time his doctor. The application 
of his knowledge and skill differ in no way from 
services that he might render his private clien- 
tele. More than just rendering this service he 
should by his attitude try and make the indi- 
vidual conscious of this relationship. Once es- 
tablished in the patient’s mind it is not only a 
factor in aiding the patient’s recovery but also 
in maintaining satisfactory relationships be- 
tween employer and employee. The industrial 
surgeon has another role as an ally of the safety 
engineer. The American workman will cooper- 
ate better when convinced than when ordered to 
comply with certain rules issued to reduce the 
hazards of his job and for his individual pro- 
tection. With a knowledge of those hazards the 
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surgeon can well devote a little time in personal 
conversation with the injured employee as an 
effective part of an educational program. An 
official visiting inspector of one of the local 
plants was recently a patient. Suggesting that 
his safety glasses should have incorporated his 
own refractive correction, he demurred, stating 
he did not use them much. I said to him “You 
ought to be fired, how can you expect employees 
to cooperate and conform to safety rules for their 
protection when you persist in violating those 
same rules.” I meant it and he knew I meant 
it. He said “you’re right” and I think I made a 
Christian out of him. 

The question of the non compensable hazards 
of industry needs clarifying. If there is a ques- 
tion of doubt it should be decided in the favor 
of the employee. Epidemic kerato-conjunctivitis, 
which has of late received so much attention is 
an example of a disease together with simulating 
forms of conjunctivitis that need clarification as 
to compensability. First-aid stations have no 
right to send doubtful cases to the surgeon with- 
out explaining to the employee that there is a 
question as to the compensability of his condition 
and that he is being sent to the doctor for a de- 
cision. If the employee is simply given an order 
to report, he assumes he is going to be taken care 
of. To be told otherwise by the surgeon destroys 
the proper patient-physician relationship. Let 
it be said to-the credit of the casualty insurance 
companies with whom I have had contact that 
without exception they endorse the sentiments 
here expressed. They profit thru safety engineer- 
ing, they profit by good medical care, they want 
facts and good diagnoses and not biased medical 
opinions. 

Just as clearly defined is the industrial sur- 
geons responsibility to the employer or his agent. 
The surgeon is the employers main line of de- 
fense against malingering. Inconsistencies be- 
tween subjective and objective findings more 
often gives the firs®hint of possible malingering. 
In this connection a full history and statement 
of the accident, cause and degree of disability by 
the patient may later be a bulwark of defense 
against fraudulent claims. At the time of the 
accident the thought of excessive claims has 
rarely entered the minds of the injured employee 
or his family. Time does not permit a recitation 
of malingering tests which are readily available 
and I would rather. speak of the psychological 
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approach. The surgeon must be aware that there 
is a recognized distinction between malingering 
and post traumatic neurosis, in spite of the fact 
that the final financial settlement is necessary for 
the cure of each. In the former World War I 
learned a valuable lesson when given the author- 
ity for some time in one of the camps relative to 
the acceptance or rejection of inductees because 
of visual defects. What might be termed a solic- 
itous sympathy by the physician with the indi- 
vidual and his claimed defect is a powerful factor 
in disarming him. It is like giving a man 
enough rope with which to hang himself. Once 
malingering has been established, one must still 


Essentials for removal of corneal foreign 
bodies : 


1. Binocular Loupe. 
2. Condensing Lens Illuminator. 


3. Two Corneal Spuds, flat and pointed. 
4. Corneal Burr. 


5. Toothpicks (round and pointed) and 
covered with moist cotton. 


6. Dapin Dish for solution of Boric Acid. 


7. Corneal Burr mounted in Green Electric 
‘\Trephine. 


use diplomacy in bringing about final capitula- 
tion. The army method would hardly apply to 
civilian life. 

Medical literature does not supply all the an- 
swers. One must use his own wits and ingenuity. 
I recall a personal case in point. Following a 
fall and this was before our present compensation 
laws, an employee brought suit in a large amount 
for impaired vision of his right eye. There was 
no demonstrable eye pathology, the vision was as 
claimed and the condition diagnosed as an am- 
blyopic eye of long standing. A friendly attitude 
having been adopted, the professional visits be- 
came friendly chats. I learned of his hobbies 
and his recreations. Hunting was his principle 
sport. The fact that he was righthanded was 
established by his writing and the like without 
his knowing they were really part of his tests. 
While chatting with him about one of his hunt- 
ing experiences I suddenly said to him “You 
have always shot from the left shoulder, haven’t 
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you?” His quick affirmative reply was all that 
was needed to collapse his entire case. Yet one 
can be hoisted on his own petard for years later 
my medical testimony relative to a right eye 
pathology which I still feel far antedated a 
claimed accident, was nullified by a lawyer who 
brought in three odd looking witnesses to testify 
that prior to the alleged accident the plaintiff 
had always shot from his right shoulder. 

In the aural field with claimed total loss of 
hearing, the malingerer may outwit the examiner 
and eventual exposure depend on plain detective 
work. Claims for partial loss of hearing are not 
so difficult to establish. 





The Stenger test is as reliable as any but I 
have found a rechecking of audiometer graphs 
and the use of the audiometer malingering ap- 
paratus give one the best permanent record of 
inconsistencies between subjective and objective 
findings. As previously stated we have fairly 
well established standards for the determination 
of visual losses due to accident and have made 
a creditable beginning relative to hearing losses. 
We have no scale for the auxiliary functions of 
the eye, ear, nose and throat, as the action of the 
lids, lacyrymation, lack of normal muscle balance 
and facial disfigurement. 

The same applies to the nose. I have had 
during the past year a case of traumatic essential 
anosmia in a professional cook. The insurance 
adjuster came to me and asked “On what basis 
can I approach this claimant with a fair offer 
of settlement?” I replied that I could not tell 
him but he had better be prepared to be willing 
to pay a substantial sum for if a professional 
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cook who could not smell ever got into court she 
could probably establish her right to a very 
material compensatory award. 

Permanent damage to the membrana tympani 
as caused by flying molten particles with direct 
evidence of accompanying burns of the canal wall 
do occur. I have had two such cases during the 
past year in which the evidence of the burns was 
nresent but no metallic particles were found. The 
compensatory damage is a matter of personal 
opinion. 

Proper lighting, more perhaps in the province 
of the saefty and lighting engineer is important 
in the prevention of accidents. J. MacNalty® 
(British Med. Journal) states that Medical Re- 
search Council on Miners Nystagmus after pro- 
longed investigation concluded that poor lighting 
was the essential factor in producing this condi- 
tion. Thomas Allen has stated that surveys have 
shown an increase of accidents in plants with the 
onset of darkness. 

Quoting Leonard Greenburg,’ approximately 
300,000 accidents occur to the eye in American 
industry each year and of this number compen- 
sation is paid in approximately 60,000 cases. He 
estimates the direct cost between thirty and 
thirty-seven million dollars and with the indirect 
cost a total of approximately $60,000,000. I am 
in no position to question such figures but feel 
sure that in my own practice the proportion of 
compensable eye injuries does not attain any- 
where near such a high percentage rate. 

Allen and Carmen® state that 80% of all eye 
accidents are due to flying fragments, mining 
and quarrying having the highest percentage of 
severity in eye accidents. Allen also states that 
approximately forty per cent of industrial eye 
accidents occur when working with abrasive 
wheels and metal working machines. Certain it 
is that by far the greatest number of patients 
that the average ophthalmologist will see with 
industrial eye injuries are those of minor sig- 
nificance, caused by small flying particles lodging 
on or imbedding themselves in the cornea. The 
surgeon has not only the responsibility of the 
proper care of these trivial acidents, but the 
elimination of a possible more serious injury and 
what is often forgotten, a responsibility to in- 
dustry to reduce within the limits of safety to 
che individual the loss of man hours of work. 

Without attempting a complete dissertation 
of the care of minor eye injuries I would like to 
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call attention to a few of the essentials and 
stress some procedures in which the literature 
seems to lack unanimity of opinion. 


First-aid stations unless equipped to render 
their service aseptically should leave all corneal 
injuries alone. If so equipped they should be 
instructed to limit their services to the most 
superficial foreign bodies that are removed by 
very light brushing with a sterile moist cotton 
tipped applicator. Referred to the ophthalmolo- 
gist there is first the history of the accident. Not 
only the location of the foreign body, but also 
the notation and location of old scars and the 
presence of any chronic inflammation are impor- 
tant. Give the local anesthetic of choice time to 
act. As is well known the most superficial in- 
juries are often the most painful. Abrasions not 
seen without staining may be extremely painful. 
Hot foreign bodies as from a grinder’s wheel may 
anesthetize the cornea so that the individual 
may not be aware of any irritation for several 
hours after its striking the cornea. The educa- 
tional campaign includes telling the individual 
of the importance of early attention, without 
scolding him because of a delay due to his not 
being aware for several hours that his eye had 
been injured. Contusions with negative corneal 
findings demand careful ophthalmoscopic exam- 
inations. A softened eye ball portends a serious 
ocular injury. Penetrating foreign bodies may 
cause only momentary discomfort. Any abnor- 
mal eye condition associated with an injury 
which cannot be explained by: the superficial 
position of the foreign body itself demands an 
x-ray. A small hemorrhagic area of the ocular 
conjunctiva, associated with an ocular injury 
even without any apparent scleral injury deserves 
x-ray investigation. X-rays for intra ocular for- 
eign bodies should be taken not only to establish 
but to eliminate their presence. Casettes, paste 
board film-holders and screens may accumulate 
opaque foreign particles. Exposures for ocular 
foreign bodies taken with the film only in its 
original paper covering give less chance for con- 
fusing shadows, due to extraneous particles of 
opaque material. During the past year I recent- 
ly had a film reported as negative. There were 
several tiny light spots on the film reported as 
due to the cassette. A second film properly taken 
revealed the intraocular foreign body. One of 
the light spots in the first film having been the 
foreign body. Penetrating corneal wounds with 
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a definite history of cause precluding the possi- 
bility of an intraocular foreign body and with a 
small iris prolapse or synechia demand immedi- 
ate attention as an office procedure in preference 
to a possible delay due to hospitalization. If in 
the extreme periphery the strongest myotic 
treatment is started without delay. If not near 
the periphery the strongest mydriatic treatment 
even to the subconjunctival injection of atropine 
and adrenalin is used. The corneal wound is 
left absolutely alone for an hour after the first 
myotic or mydriatic, until the pulling effect on 
the iris has been established. ‘Then careful 
manipulation of the corneal wound will often 
release the iris and the drug action will pull it 
away from the wound. The success of this tech- 
nique depends largely on how early it is insti- 
tuted. Small synechia which persist should be 
left until the eye has become quiet, when prac- 
tically the same results may be accomplished 
with a knife needle. 


The removal of the corneal foreign body car- 
ties with it the dicta, the deeper the body, the 
more permanent the scar; infected wounds mean 
more scarring; and a peripheral scar may not of 
much moment, but a central scar is always of 
moment. The binoccular loupe and the electric 
lighted condensing lens are necessities. Oblique 
illumination from various angles is necessary to 
assure one of the complete removal of the foreign 
body and surrounding corneal debris. Two types 
of eye spuds are necessary, the pointed and the 
flat type. Indiscriminate scratching at a foreign 
body is to be condemned. Careful loosening and 
removal enmasse is the desideratum though not 
always achieved. Charred corneal tissue sur- 
rounding a foreign body continues to act as a 
foreign body. There seems to be some contro- 
versy as to the desirability of its immediate re- 
moval. I have heard an ophthalmologist whom 
I greatly respect condemn the corneal burr. His 
contention being that in a few days nature will 
so soften the surrounding tissues that the re- 
moval will be facilitated and with less eventual 
scarring. I wonder if he is not partly right and 
partly wrong. The hand burr used indelicately 
had better be not used at all. Deep in the corneal 
stroma it has a distinct risk. But with charred 
corneal tissue more less superficially located, 
continuing to act as a foreign body exciting in- 
flammatory reaction and increasing vulnerability 
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to infection, I believe its early removal is de- 
sirable. The hand burr or better still mounted 
in a Green motor driven trephine instrument, the 
burr can be used with great delicacy of touch 
under loupe inspection and proper illumination. 
The early removal of this tissue is advocated in 
order to facilitate more rapid healing, lessen the 
danger of infection and without increasing the 
after scarring. I have found the round sharp 
pointed toothpick covered with a very small 
amount of thoroughly dampened cotton a valu- 
able adjunct in cleaning out the corneal area. 
Dry cotton should never be used, the fibers catch- 
ing on the edges of the corneal wound. In the 
technique I have found that making two cotton 
finger cots moistened with an antiseptic solution 
of your choice and placing one on the third fin- 
ger of each hand gives two practical lid retrac- 
tors. The first finger and thumb of each hand 
are free, the left to handle the light and the right 
for the instrument. Efficient work can be ac- 
complished even without an assistant. I find 
myself at variance with the generally expressed 
opinion to obtain the vision at the first examina- 
tion. It is the vision at the time of recovery 
that is important. If the foreign body is so 
superficial that a second visit will probably not 
be required the vision is recorded. If not normal 
or not otherwise explained a second visit is 
ordered. The ordinary corneal foreign body 
patient should be seen again. The patient is 
asked whether his vision is affected. If he com- 
plains of decided blurring it is investigated. If 
not he is told that his return is requested for 
his own protection, that a record of his vision 
on recovery is for his benefit. It is true that 
some men do not return. If they do not it is so 
reported on the insurance report but I believe 
that for future records it is unfair to the em- 
ployer to have recorded a subnormal vision that 
is no criterion of the actual vision, and which 
has not been later corrected because the man did 
not return as requested. Always evert the lids 
and always look over the other eye. You may 
save yourself some embarrassment, if nothing 
else. 


The after care and the use of an eye patch 
finds a difference of opinion. Walker and Auten® 
speaking of corneal foreign bodies state that 
under no circumstances should an eye be ban- 
daged or a patch applied. The more generally 
given advice is to use the patch, some even con- 
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Third finger of each hand covered with 
thoroughly moistened cotton finger cots 
which serve as lid retractors. 


tinuing its use until there is no staining of the 
cornea. Quoting from Behrens,’® the Eye and 
Its Diseases. The lachrymal secretion is a mild 
soothing neutral solution and an effective germ- 


icide. The active substance is probably a lypo- 


zyme, a colloid found in most tissues, abundantly 
in the tears and in small quantity in the white 
blood corpuscles. It is destroyed by heat at 75°C 


and acids and alkaloids. Its concentration is 
sufficient to kill the most common pathogenic 
cocci. 

Here we have a surface under natural condi- 
tions being bathed by the most ideal of germ- 
icidal solutions. A surface from which there is 
the freest drainage and where the slight irrita- 
tion and act of winking act as stimuli for the 
production of the neutral germicide solution. 
The set up certainly conforms to the surgical 
principles favoring healing. Yet practically im- 
mediately after the removal of a foreign body 
many patients feel more comfortable with an 
eye patch. Personally I feel that perhaps a 
middle of the road course is more desirable and 
I have never seen any harm from the moderate 
use of the eye patch. I feel my responsibility 
relative to this patient’s man hours of work. 
Many plants will not accept a man back on the 
job with an eye patch. If seen during working 
hours and the foreign body is very superficial he 
is sent back to work without any patch. If the 
eye feels irritated an ointment and a patch is 
applied for a couple of hours. Instructions are 
given that if after a couple of hours the patch 
is removed and his eye feels comfortable without 
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light sensitivity he can return to the job. If 
later in the day, the man is told to remove the 
patch before retiring, that in the morning if 
there is apparent recovery he can report for duty. 
He is to report for a check-up. The fact that 
there is a tiny area that might stain is largely 
disregarded. It is the clinical subjective symp- 
toms that are the principle guiding signs. 

Coincidental acute sinus inflammation associ- 
ated with trauma makes difficult the causative 
relationship of each to serious post traumatic 
infection but does not materially change the 
responsibility as to the individual case. 

The causative relationship of chronic sinus 
disease following trauma is a much more difficult 
question to answer. Because of the lack of a 
good or reliable previous history, and thereby 
forced to assume there was no pretraumatic dis- 
ease present often means an opinion based on a 
false premise. Hearing losses, tinnitus and ver- 
tigo associated with injuries about the ear, mas- 
toid or skull are a perplexing problem. Can the 
cochlea be injured to produce partial loss of 
hearing? Can the labyrinth be injured to cause 
partial loss of function? Medical literature 
while favoring an affirmative answer still leaves 
one unable to make dogmatic statements. The 
hearing loss may be established but the industrial 
loss is most difficult of evaluation. 

Obtaining a careful history of the onset and 
sequence of symptoms relative to the internal 
ear is of first importance. The spontaneous signs 
of vestibular disturbance nystagmus, vertigo past 
pointing and falling are of first significance in 
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establishing a causative relationship to the trau- 
ma. ‘The induced reactions while important to 
verify subjective complaints are possibly more 
important when reactions are normal to elim- 
inate the internal ear as the source of the dis- 


turbance. 

Industrial medicine is more than just prac- 
ticing medicine. It is not laying down medical 
dictums, but rather the practical application of 
medical knowledge to the needs of industry. 
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DISCUSSION 

Dr. H. W. Dale, Chicago Heights: I would like to 
ask Dr. Harkness what instructions he gives first aid 
men in industrial plants about putting a patch on a 
man when he sends him to the doctor, or having the 
man work half a day before he goes to the doctor, 
and then putting the patch back on the eye when the 
man returns to work because he may catch cold. I 
have difficulty in controlling that. Maybe a man will 
come back with a patch on the eye, which was put 
on an hour after he returned to the plant, which in- 
vites development of bacteria. 

Dr. Clifton Turner, Peoria: I certainly enjoyed Dr. 
Harkness remarks and very careful consideration to 
detail, especially on the visual acuity measurements as 
brought out by Dr. Kuhn; and also his remarks on 
our shortcomings with testing of hearing disturbances. 
I would like to ask if he uses any ophthalmic oint- 
ment, antiseptic or anesthetic, post-removal. 

Dr. Alfred Lewy, Chicago: I do not presume to 
discuss so masterly a presentation as this paper, but I 
do want to commend his broad perspective and ap- 
Proach to the subject, which stresses the necessity of 
doctors remaining doctors. We have too much of 
specializing industrial surgeon, the one who does 
nothing else, in seeing each case only from the stand- 
Point of saving compensation. I think this paper 
should receive great publicity as an antidote to the 
defects in our compensation laws and their administra- 
tion, 
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Dr. Max Hirschfelder, Centralia: I would like to 
call attention to one shortcoming of the compensation 
laws. Examinations prior to employment are made by 
many big companies, but not by smaller companies and 
we are always at a loss in exaination of an injured 
man to say whether a defect in vision was present 
before or after the accident. When a man with a 
corneal scar sees 20/40 we always ask ourselves if 
this scar is big enough to account for the decrease in 
vision. We should stress the necessity of examination 
of employees before their being taken into industry, 
with the smaller ones. We treat coal miners, not one 
of whom has been examined before employment. It 
is hard to evaluate their post-accidental claims, unless 
one has a pre-accidental record. 


As to refraction after accident, I have found in 
several cases that corneal scars could be improved by 
refraction. I looked up the literature and could not 
find very much about that. It is my opinion that 
there is a possibility that the refractive error is 
changed due to change in the corneal curvature or 
corneal density, especially after a corneal ulcer. About 
20 or 25 per cent require refraction after an accident; 
everybody who does not see 20/20 should be refracted 
after an accident. 


When removing a foreign body I usually have a 
patient lie down and sit on a chair behind him. It 
makes it easier to remove the foreign body, your hand 
is steadier and the patient is steadier, and it facilitates 
removal. 


Dr. Gordon F. Harkness, Davenport, Iowa: (clos- 
ing): About putting on an eye patch and going back 
to work from the first aid station — I do not think 
that should be done. They have no business to do it. 


Dr. Turner asked about the use of ointment. It is 
not of much use as a germicidal, but it does seem to 
make them more comfortable; we use it. But the 
tears themselves have the best germicidal action. 


I agree with Dr. Hirschfelder about pre-examina- 
tions. If we find a reduced vision we always make 
a quick refraction. I try to keep from becoming 
commercial in this work; because one can easily build 
up a refraction business by impressing men that they 
need glasses. But we do try to find out if refraction 
will improve the vision. 


As to the question of refraction improving the 
vision; whether it is due to the accident or not, if it is 
the same in the injured and uninjured eye, you can 
assume that the lack of normal vision was due to a 
refractive error prior to the accident. Of course 
you still have the question whether the injury had 
something to do with it, and pre-employment examina- 
tions would help out on that very well. 





I would define true courage to be a perfect 
sensibility of the measure of danger, and a men- 
tal willingness to endure it.—William T. Sher- 
man Memoirs, IT, 1875. 





WARTIME CONSIDERATION OF 
SYPHILIS 


Pau A. O’Lxary, M. D. 


Section on Dermatology and Syphilology, Mayo Clinic. 
ROCHESTER 


A survey of the literature on the effect of the 
second World War on syphilis reveals that this 
reading matter is rapidly becoming extensive. 
Such a review elicited four points that I believe 
are of sufficient significance to warrant empha- 
sis. They are summarized as follows: (1) de- 
crease in the venereal disease rate in the armed 
forces but increase in the rate among civilians, 
(2) the enthusiastic approach to, and the well- 
organized application of, the newer intensive 
methods of treatment in centers for patients 
with acute syphilis, (3) the use of sulfathiazole 
as a prophylactic agent against gonorrhea and 
(4) the conspicuous absence among the civilian 
population of discussion, instruction and appli- 
cation of prophylactic measures against the ven- 
ereal diseases. In the armed forces prophylactic 
measures are actively in effect but vary according 
to the inierest and energy of the various officers, 
some of whom apparently cannot be sufficiently 
stimulated by the officials in charge of control 
of venereal disease to co-operate wholeheartly 
in the effort. Although the four points men- 
tioned are to me of outstanding significance in 
this war, there are many other features of the 
present day venereal disease situation which are 
similiar to those encountered in World War I 
and subsequent to it, and which will not be dis- 
cussed in this paper. 

an over-all estimate of the rate of venerea 
disease in the armed forces or the civilian popu- 
lation is not difficult to obtain; however, such 
data are not significant unless they are specific 
as to the part of the country — today perhaps I 
should say world — in which the survey was 
made, the relative incidence among white persons 
and negroes, the economic situation in the loca- 
lity at the time the study was made, the acti- 
vity of the venereal disease control program and 
the liquor situation in the community. For 
example, a comparatively high rate of venereal 
disease would be likely to follow successful in- 
vasion by the armed forces of an area where there 
had been no previous attempt by local authorities 
*o control the incidence of gonorrhea or syphilis 


Read at the 103rd annual meeting of the Illinois State 
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and where the officials in charge of venereal dis. 
ease control had not had an opportunity to func- 
tion. Neither is it unjustifiable to anticipate a re- 
latively high rate of infection in southern com- 
munities where large numbers of negroes are 
assembled, nor, by the same token, to find a re]- 
atively low rate of infection among persons lo- 
cated in the colder climates. The rate in con 
gested urban centers is always higher than in 
small or rural communities. Likewise, the factor 
of consumption of liquor plays a prominet role 
in the incidence of venereal disease, as the 
rates of infection are usually higher when drunk- 
eness is of frequent occurence. Accordingly, the 
rate of infection varies greatly in the South as 
compared with the North and tends to be high 
in new industrial areas, among any migrating 
population in times of unrest, among unsettled 
families, and in the presence of such a tremen- 
dous social and economic upheaval as we are in 
at this moment. Accordingly, I do not be. 
lieve that the quoting of venereal disease rates in 
themselves is of great significance unless the 
circumstances surrounding the accumulated data 
are clearly understood. 

(ribson’, commenting on the venereal dis- 
ease situation in the Australian Army, reported 
that 85 per cent of the patients had been infected 
by nonprofessional or clandestinely encountered 
women, and only 15 per cent by professional 
prostitutes, It is now known that only 21 per 
cent of infections are acquired from professional 
prostitutes in this country. This is evidence of 
the fact that the “girl friend” is making the 
going a lot tougher for the professional of today. 
Also, many former professional prostitutes are 
now working in defense plants. This change 
about will make it correspondingly difficult for 
the public health officer to find the clandestine 
purveyor of gonorrhea or syphilis because she 
is not well known and is less likely to be reported 
as the source of the disease by the person in- 
fected. The brothel, in no matter what form it 
functions, does permit of certain control activi- 
ties against the venereal diseases that are not 
possible among amateurs, albeit this is not an 
argument in favor of such houses. 

The United States Public Health Service, in 
formulating a nationwide plan of venereal dis- 
ease control, has created a program which might 
well be accepted as a model for other nations to 
follow. With funds allotted by Congress, to- 
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gether with appropriations made by individual 
states, the campaign is being carried on. Von- 
derlehr? recently has reported that more than 
$19,000,000 has been budgeted by the Federal 
and state governments this year for venereal dis- 
ease control, which is an increase of 15.7 per 
cent over last year. 

The program’ is directed toward prevention 
and treatment of venereal diseases and is elabo- 
rate in scope. Several innovations, such as se- 
gregating of infected professional prostitutes in 
camps or hospitals, where they not only will 


receive treatment but also will be taught gain- 


ful occupations or trades, is but one part of the 
constructive effort now being made. The liaison 
between the law enforcement, the public health 
and the venereal disease contro) officials is func- 
tioning more efficiently than ever before, and its 
success is evidenced by the reduction in the rates 
of the diseases among the army personnel. The 
man or woman who is reported as the source of 
an actue infection is now brought in for examin- 
ation and, when found to be infected, is given 
treatment in a more rapid manner than hereto- 
fore. The workers who are now employed in find- 
ing these contracts are not only trained social 
service workers but include former policemen, 
procuresses and persons who are familiar with 
night life in the large cities. 

In Chicago there has recently been a striking 
demonstration of the ability to enforce control 
measures against the venereal diseases. Bunde- 
sen’ has told of closing several taverns by post- 
ing signs thereon signffying that occupants of 
the building had gonorrhea or syphilis. Several 
soldiers reported that they had been recently in- 
fected by girls — now known as “call girls” — 
who frequented these places. The proprietor of 
a tavern was indifferent to the request of the 
health department that the “professionals” be 
brought in for examination until the sign was 
placed on his door and his source of income sud- 
denly became materially curtailed. When he 
realized the potency of the health department 
in this regard, he not only brought in for ex- 
amination the unescorted women who frequented 
his place but he has become an active campaigner 
among the tavern keepers of the city in urging 
them to demand that the prostitutes report 
frequently to the health department for examin- 
ation. Although such testing does not eliminate 
completely the possibility that these woman will 
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be infected, it does help to decrease it. I am 


heartily in agreement with Williams*, who urges 
that the efforts at control of venereal disease 
be directed not only against the girls but 
against what he calls the “facilitators” — 
the panders, the tavern keepers, the persons, 
often commercial firms, who rent the buildings 


to the prostitutes, the bellboys and the taxi 


drivers. In this war, as has been said, the cam- 
paign against venereal disease among the civili- 


ans has been well organized and financed by the 


United States Public Health Service, and in 


most communities the venereal disease control 
officer has had excellent co-operation from the 
local health and police officials as well as from 
the medical services of the armed forces. The 
plan as it is functioning today is a striking ex- 
ample of the excellent work the combined health, 
police and military agencies are able to do in 
curtailing the spread of the venereal diseases. 

The serologic survey of selective service regis- 
trants from the State of Illinois disclosed a 
syphilis rate of 22.5 per 1000. Indeed, this com- 
pares favorably with some of the southern states 
with large negro populations which had rates 
of 189, 154, and 133 per 1000 and compares un- 
favorably with some other northern states where 
rates of 4.3, 6, and % per 1000 were recorded. 
The syphilis rate of selectees for the United 
States as a whole was 18.5 per 1000 for white 
persons and 242 per 1000 for negroes. 

The city of Chicago, with an incidence of 
syphilis of 24.” per 1000 among the selectees, had 
the lowest rate of any of the five large cities in 
this country, and some of the smaller cities in 
Tlinois did almost as well. For example: Alton 
had 34; Rockford, 30.3; Springfield, 27.7; and 
Danville, 25.3 per 1000 registrants. However, 
in spite of the efforts of the officials concerned 
with these diseases, since the start of the war the 
syphilis rate among civilians in this country has 
increased 21 per cent. 


The army and navy have reported a striking 
decrease in venereal disease rates during the last 
three years. 


I have observed for some years in this country 
that the curve of incidence of syphilis among 
civilians tends to parallel the economic situation. 
When money is prevalent, “good times” are 
frequent with an attendant increase in the in- 
cidence of syphilis; and when jobs are less 
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plentiful and hard to find, the incidence of the 
disease decreases. 

The increase in syphilis among the nonmilitary 
persons is not confined to this country. Frazer,° 
the health officer of Liverpool, England, reported 
that, since the war began, syphilis had increased 
fourfold and gonorrhea had become twice as 
common in occurrence in the port areas and 
industrial towns under his control. A similar 
situation exists in Scotland® and Canada’. How- 
ever, in contrast, in Germany® the reports for 
1942 indicate a decided decrease in the inci- 
dence of syphilis among civilians. The reduc- 
tion approximated 50 per cent but no explana- 
tion was offered for it. In this country there 
has been an increase of 53 per cent in the re- 
quests for serologic tests for syphilis but the in- 
crease has been due, in a measure, to premarital, 
prenatal and selective service demands. 


On the basis of reports available, the state of 
Illinois will acquire 30,150 new patients with 
syphilis this year, of which number approxi- 
mately 5,000 will be new or acute infections. 
In 1942, in Illinois, 28,675 cases of syphilis 
were reported. If the survey made by Howard 
and his co-workers® in Massachusetts prevails 
in this community, only 42 per cent of these 
infections will arise within the state, while 52 
per cent will be attributed to immigration from 
surrounding states. Illinois will spend, in vene- 
real disease work, this year, approximately $1,- 
260,000, of which $465,800 has been appro- 
priated by the Federal government. These funds 
will maintain 116 venereal disease clinics in this 
state and will provide for drugs, consultation 
service, serologic tests, education and training 
of personnel and maintenance of case finding 
and holding records. 


I believe the attitude of employers prevalent 
at the beginning of the war toward employees 
who had syphilis was an unjust one; especially 
so when only a positive serologic test disqualified 
a worker for a job. The policy recently recom- 
mended to industry by a committee headed by 
Anderson”® seems fair to both parties, namely ; 
that an employee shall not work while in an in- 
fectious state; that he must take adequate treat- 
ment; that if he is manifesting the serious com- 
plications of the disease which increase the 
likelihood of his creating a hazard to himself, 
to his fellow workers or to the public, then em- 








ployment should be denied him; that if the syph- 
ilis is latent or dormant he should be employed; 
that if his occupation increases the: likelihood of 
his developing disabling manifestations, an oc- 
cupational readjustment should be affected. And 
by the same token, the employer must not be 
subject to increased compensation costs as 
the result of syphilis, must be protected from 
interruptions of the work because of illness and 
must not suffer decrease in production and labor 
turnover as a result of disease of an employee. 
In discussing the question of syphilis among 
railroad employees some years ago, I emphasized 
the point that it was advisable for the railroad 
surgeon to know not only the employees who 
have syphilis but especially to know the type of 
syphilis each employee has. For example, rail- 
road officials should know the result of treat- 
ment given an engineer who has neurosyphilis 
and should determine whether his employment 
should continue before, and not after, some 
error of judgment calls it to their attention. 


I already have mentioned that while the syph- 
ilis rate among civilians of this country has in- 
creased 21 per cent since the war started, the 
rates in the army and navy have decreased. Lieu- 
tenant Colonel Turner™ has reported that 
venereal disease rates of the army for the past 
three years are as follows: 1940, 42.5 per 1000; 
1941, 40.5 per 1000; 1942, 37.7 per 1000; and 
for the first few months of 1943 it dropped to 
25 per 1000. This compares favorably with the 
rate of 86.7 per 1000 of-World War 1. Of even 
greater significance is the fact that the syphilis 
rate in the army of today is less than 5 per 1000. 
Turner, in his report, commented on the activ- 
ities of the specialists in venereal disease control 
who have been assigned to large camps and com- 
mands and whose duties include instruction of 
the soldiers in venereal diseases, rooting out of 
civilian sources of infection and arrangement 
for adequate quarantine and treatment of per- 
sons who constitute such sources. -In addition 
to receiving instruction in prophylaxis against 
venereal diseases, the soldier also has the oppor- 
tunity to obtain prophylactic kits at cost (ap- 
proximately 10 cents) and stations for applica- 
tion of prophylaxis are made available to him. 
There has been a marked decrease in the loss of 
soldier working hours from venereal diseases not 
only by this reduction in the incidence of the 
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diseases but also because the newer methods of 
treating gonorrhea and syphilis are so much 
more rapid than were the older methods, that 
the days of hospitalization for patients with 
these diseases are now presumably at a minimum. 
The Division of Preventive Medicine of the 
Bureau of Medicine and Surgery’* reports that 
the venereal disease rate in the navy for 1942 
is 29 per cent lower than for the previous year. 
In 1940 the rate was 80 per 1000, in 1941 it 
was 51 per 1000, and in 1942 it dropped to 36 
per 1000. When the survey was limited to the 
continental United States the admission rate 
was found to be 22 per 1000. The rates for 1942 
are the lowest in naval history. 


The laws in regard to induction of the selec- 
tees who have syphilis have been changed re- 
cently so that now a young man who has syphilis 
which is evidenced only by a positive serologic 
test of the blood, and who has been adequately 
treated, will be accepted for the service. In the 
presence of active clinical syphilis, either early 
or late, a positive spinal fluid test or signs of 
the disease in the viscera, vascular tree or cen- 
tral nervous system, the candidate is not accept- 
able for military service. 


The intensive treatment of acute syphilis has 
been tremendously stimulated by the war so that, 
at present, in a great many institutions the 
country over these new systems of treatment are 
undergoing thorough trial. Up to the moment 
it is not possible to forecast which of the systems 
now under survey eventually will turn out to be 
the most valuable. The object of search, how- 
ever, is to find the method that gives the highest 
incidence of cure in the shortest time, with the 
lowest percentage of complications. 


The enthusiasm for intensive programs of 
treatment was precipitated by the work of 
Hyman, Chargin and Leifer,’ who eventually 
developed a technic for giving 1,200 mg. of 
mapharsen in five days by the twelve hour con- 
tinuous drip method. They reported satisfactory 
results in 83 per cent of cases and a compar- 
atively low rate of complications. Stimulated by 
this work, descriptions of a number of modifica- 
tions have appeared in the literature, most of 
which have definite merit. Some of these newer 
systems which are now undergoing an intensive 
trial are briefly summarized as follows: 


PAUL A. O’LEARY 135 


The Eagle System, consists of the giving of 
three injections of mapharsen per week (by syr- 
inge) for periods of six or eight weeks (three 
schedules were originally employed). This sys- 
tem recently has been augmented by addition 
of intramuscular injections of bismuth. 

The Shaffer system consists of giving one in- 
jection a day for five consecutive days of 180 mg. 
of mapharsen dissolved in 1000 c.c. of 5 per 
cent solution of glucose. Injection is by the drip 
method and approximately sixty to seventy-five 
minutes are required to give it. Three intra- 
muscular injections of bismuth are given the 
‘first week and one injection per week for four 
weeks after completion of the course of the prep- 
aration of arsenic. The satisfactory results at 
present approximate 82 per cent. 

The Thomas or Schoch system*®.1* consists of 
multiple injections of mapharsen by syringe in- 
stead of by the drip method. It has been found 
practical to give 100 mg. of mapharsen twice 
daily for six days, or 100 mg. once daily for 
twelve days, while the patients are ambulatory. 

The Simpson-Kendell-Rose system* consists 
of the use of fever therapy and mapharsen, and 
recent modifications now permit of giving the 
course in one day. The patient is given one 
session of ten hours of fever, with temperatures 
up to 105 to 106° F. in the fever cabinet, and 
during treatment he receives 120 mg. of 
mapharsen intravenously and 75 mg. of bismuth 
intramuscularly. This method, to date, is the 
most striking of the newer procedures and, up 
to the present, is offering an incidence of satis- 
factory results equivalent to the other methods. 

These five systems of treating acute syphilis are 
enjoying intensive use in hospitals, army camps 
and venereal disease clinics sponsored by the 
United States Public Health Service and local 
health departments. The elimination of some of 
the complications of these treatments is at. pres- 
ent as important as the evaluation of the pro- 
cedures. The Chicago Intensive Treatment Cen- 
ter is probably the largest of these institutions 
and is at present using the Eagle, Thomas or 
Schoch and Simpson-Kendell-Rose systems in 
the treatment of patients with acute syphilis. As 
I have mentioned, it is to early to attempt to 
evaluate these methods today, but three years 
hence I believe the value of the procedures can 
be determined. Before then it will be possible 
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to estimate the failures and the complications, 
but at least three years, and preferably five, must 
elapse before worth-while appraisal of their 
actual curative values will be possible. From 
experience thus far it appears that 1,200 mg. of 
mapharsen, given by either the continuous drip 
method or by syringe, in five to twelve days, 
offers the highest incidence of cure and the 
lowest percentage of complications. Smaller 
doses and longer intervals between injections in- 
crease the failures, while larger doses in shorter 
periods increase the incidence of serious com- 
plications and death. The addition of intra- 
muscular injections of bismuth to the coursee 
has, in my experience, increased the good results, 
with but slight addition to the time involved. To 
decrease the time of treatment from eighteen 
months under the old, so-called continuous 
system to one day under the Simpson plan is 
dramatic to say the least. I am in favor of 
employing a system for the treatment of early 
syphilis that entails the use of mapharsen and 
bismuth for perhaps six to eight weeks. With 
this plan the satisfactory results are equal to 
those of the very short methods and the rate of 
complications is minimized. 


A significant factor which stands out when 
surveying the results of treatment of early 
syphilis by most systems is the similarity of the 


percentages of satisfactory results. Favorable 
results are reported in approximately 85 per 
cent of the cases in which treatment is by these 
new, intensive as well as the older, protracted 
methods. In other words, failure in approxi- 
mately 15 per cent of cases has been a conspic- 
uous feature of the reports in the literature. 
The reason for this rather consistent percentage 
of failures is not understood at this time, but 
failures may be attributable to an inadequate 
defense mechanism rather than to the specificity 
of the Spirochaeta pallida. 


The value of the use of sulfathiazole as a pro- 
phylactic measure against gonorrhea and chan- 
croid has recently been reported by Loveless and 
Denton," and the army is now trying the 
method in the field. Arthur and Dermon” also 
called attention to the fact that the use of sulfa- 
thiazole previous to exposure not only is a 
materially effective preventive of gonorrhea but 
that it also seems to exert some influence on the 
character and appearance of the chancre of 
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syphilis. The syphilis rate is apparently not 
influenced by the prophlactic use of this drug, 
but it is suggested that perhaps some change in 
the immunologic process may occur that alters 
the appearance, or inhibits the development, of 
the classical primary lesions of syphilis. This 
observation needs confirmation and calls for 
observation of larger groups of cases. 


The army and navy may well be proud of 
the reduction in their venereal disease rates 
during the past three years, and especially of 
the low syphilis rate in the army of 5 per 1000. 
However, the 21 per cent increase among the 
civilian population of the United States does 
not justify the same feeling of pride. In fact 
the state of Illinois has shown an increase of 
approximately 30 per cent in the last two years. 
Many factors enter into the situation to account 
for the success of the army and navy program 
and for the failure of the citizenry to avoid 
venereal diseases. In the army, the educational 
programs, the value of prophylaxis, the isolation 
of camps, the reporting of the sources of in- 
fection, the teen age group, and the married 
men inducted into service are some of the reasons 
for the success of the efforts. In contrast, 
larger incomes, the immigration to congested 
areas, the moral laxity that accompanies such 
an upheaval as we are now undergoing and the 
conspicuous absence of information about, and 
the opportunity for learning the technic of 
chemical and mechanical prophylaxis are among 
the reasons why the venereal disease rates are 
increasing among the civilian population. Civil- 
ian public health officials (the United States 
Public Health Service is a military force in time 
of war) cannot influence any but the last of 
these factors, and I have been impressed with 
the lack of enthusiasm among them thus far 
in this war for a campaign to reduce the inci- 
dence of gonorrhea, syphilis and venereal ulcers. 
I am familiar with some of the factors that have 
curtailed the efforts of many enthusiastic vene- 
real disease control officers when they attempted 
to institute prophylactic campaigns and sta- 
tions or to distribute instructive literature on the 
subject. Those who object to these efforts base 
their arguments on the grounds of morals and 
vice rather than on those of public health and 
war influences. They admit that, in their minds, 
tradition and rule must prevail against dissem- 
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inating instruction on prophylaxis because, by 
such dissemination, immorality is encouraged. 
The increase of 21 per cent among the civilian 
population, where prophylaxis is not encouraged, 
and the decrease of almost 50 per cent among 
the military, where prevention of disease is en- 
couraged by numerous measures and means, is a 
striking argument in favor of the army and 
navy procedure. It would seem to me that an 
exceptional opportunity is being missed to offer, 
at least to those civilians who seek it, such in- 
formation as is available for the prevention of 
venereal diseases, and I personally feel that 
physicians are duty bound to supply such data. 
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THE PROBLEM OF TROPICAL DISEASES. 
ANFIN EqpaHdt, M. D. 
ROcKFORD 


All of you have in the past few years, heard 
the expression, “it can’t happen here,” when 
the danger of invasion has been brought up. 
America has been invaded by armed forces in 
the past, the first recorded invasion was by the 
Northmen about the year 1000 A. D. Follow- 
ing this invasion were succeeding invasions by 
the Northmen with settlements on the southern 
coast of Greenland, then came the invasions by 
the Spaniards and Portuguese beginning with 
the year 1492, followed later by the English, 
French, Dutch, Swedish and German invasions 
and settlements. Some of these invasions were 
peaceful landings, others were by armed forces. 
To use the expression of a writer, the invaders 
first fell upon their knees then fell upon the abo- 
rigines. Another invasion was by the negroes of 
Africa, brought over here against their will some 
in northern ships to work on southern planta- 
tions. 

Today we are not concerned so much with 
armed soldiers invading our country but with 
our own soldiers returning from the great battle- 
fields as carriers of germs of diseases that many 
physicians of this country have seldom if ever 
encountered, in other words with invading 
germs of tropical diseases. 

It has happened here in the past that diseases 
have been brought to our shores and caused dev- 
astating epidemics. There was a close commu- 
nication between the colonies in Greenland and 
Tceland for over three centuries, but after about 
the middle of the fourteenth century no more is 
heard of Greenland. It is believed that probably 
the devastating pandemic of bubonic plague in 
1347 wiped out these colonies. The Danish 
government up to the outbreak of World War 
II was carrying on extensive studies of these 
early settlements including a study of the bodies 
exhumed from the cemeteries, to determine what 
lead to the extermination of these early colonists. 
Members of the faculty of the medical depart- 
ment of the University of Copenhagen have pub- 
lished reports of studies on these bodies, some of 





Read at a meeting of the Winnebago County Medical 
Society, Sept. 17, 1943. 
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which were well preserved by the cold climate of 
Greenland. 

America was the most healthy continent in 
the world before Columbus rediscovered _ it. 
There were no depopulated areas and no epi- 
demics of American origin. Small-pox was 
brought to America early in the sixteenth cen- 
tury by the Spaniards. It was one of the diseases 
that decimated the Indians thru recurring epi- 
demics. Hook worm disease was introduced by 
negro slaves from Africa. No gonorrhea, no 
rickets, no tuberculosis, no plague, cholera, 
typhus fever, measles, leprosy or proven — syph- 
ilis was found. It is also interesting to note, 
there were few skin diseases or mental disorders. 
There has been some question in regard to yellow 
fever, malaria, typhoid fever, scarlet fever and 
diphtheria. Diseases introduced later are dengue 
in 1780 as described by Benjamin Rush, relaps- 
ing fever in 1844, and anthrax. 

I mention these diseases to call to your atten- 
tion that devastating diseases were brought to 
this continent in the past and gained a foot- 
hold and only recently some have yielded ground 
after intensive and expensive campaigns of erad- 
ication. One of the most recent parasites in- 
troduced is the Bothriocephalus latus, the fish 
tape worm. The natural habitat of this worm 
is the lakes of Finland and Switzerland, now 
it is found in some of our northern lakes. 

T want to state here that our government is 
going to give to our armed forces the best care 
possible during illness, not only at the front but 
also after return to this country if needed, but 
you all know that some of these diseases are ex- 
tremely resistant to treatment and tend to recur 
from time to time, and it has been the experience 
of some of us, particulary those who have had 
under our care some of the veterans of the Span- 
ish-American war and the Philippine insurrec- 
tion, that some of these diseases are extremely 
chronic and with their complications tend to re- 
cur from time to time. 

Four men during the last quarter of the nine- 
teenth century made epoch-making discoveries 
of immense importance to people living in the 
tropics and subtropical portions of the earth. In 
1874 Patrick Manson discovered that the embryo 
filaria developed in a mosquito. David Bruce dis- 
covered the coccus of Malta fever in 1887; later 
in 1895 he found that the trypanosomes of na- 
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gana in cattle, and in 1903, that the trypano- 
somes of African sleeping sickness in man were 
both carried by the tsetse fly glossina palpalis, 
Ronald Ross in 1889 discovered that malaria was 
spread by an anopheles mosquito. In 1900 Walter 
Reed and his associates found that yellow fever 
was spread by a mosquito belonging to the aedes 
group. 

It will be impossible to take up in detail all the 
different tropical diseases; all that can be done 
at this time is to consider the most important 
ones of this group. 

What is meant by the term tropical diseases? 
In my opinion Sawyers definition is the most sat- 
isfactory, “A tropical disease is any disease as it 
behaves in a tropical environment. This environ- 
ment is not definable in terms of heat and humid- 
ity alone. It is an environment compounded of 
special local conditions of climate, social make up 
of people, social and economic conditions, food 
materials and especially the arthropod vectors of 
disease and the animal hosts.” 

By far the most important of the tropical dis- 
ease is malaria. This disease has the peculiar dis- 
tinction of being caused by four different types 
of animal parasites. 1. The plasmodium vivax, 
the most common. 2. The plasmodium falciform- 
is, the next in frequency but the most virulent 
as it not only causes the algid and comatose com- 
plications but also is believed responsible for 
black water fever. It is spoken of as estivo-au- 
tumnal malaria. 3. Plasmodium malariae, the 
cause of quartan fever. 4. The plasmodium ovale 
found on the west coast of Africa causing symp- 
toms similiar to those of plasmodium vivax. All 
four respond to quinine, also atabrin and plasmo- 
quine. 

Of the eight species of anopheles found in the 
United States, two are responsible for most of 
the malaria seen in this country, they are anophe- 
les quadrimaculati and anopheles maculipennis. 
The former is found in the east, east central and 
southeastern section of the United States; the 
latter is found on the west coast. The morphol- 
ogy and habits of the two are similiar. 


Epidemiologically malaria may exist in three 
forms in a community. 1. As sporadic cases a8 
here in our own community. 2. Endemic malaria 
as in certain places in the south. 3. Epidemic ma- 
laria. This occurs under certain conditions not 
only in the tropics but also in temperature zones. 
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In England before World War I, malaria was 
pactically unknown. Returning soldiers infected 
while in the service carried the gametocytes in 
their system and were responsible for several 
local epidemics. After the Spanish American war 
epidemics were reported in our country from 
places in the New England states and as far 
north as Duluth, Minnesota. 

The problem of prevention is one of prompt 
treatment and unrelenting follow up of each 
ease, as a gametocyte carrier in a community 
means an endemic focus. Neither quinine, ata- 
brin or plasmoquine are really curative. Quinine 
will keep the parasite under control enabling the 
soldier to remain at his post for weeks and 
months but unhappily it does not kill off the 
parasite. Immunity has to develop in the human 
body in order to eradicate the parasite. The most 
dangerous malarial parasite is the plasmodium 
falciformis. This parasite is not as readily found 
in the peripheral blood as are the parasites of the 
other three forms of malaria. They have a peculi- 
arity of sticking to the walls of blood vessels, 
particulary the capillaries of the internal organs 
and reticulo-endothelial system. The most bi- 
zarre symptoms may arise as coma simulating 
meningitis, dysentery resembling _ bacillary 
dysentery, hepatitis, pancreatitis, and involve- 
ment of the bone-marrow. Black water fever is 
associated only with the estivo-autumnal type of 
the disease. It is probably an anaphylactic phe- 
nomenon due to hypersensitivity to the toxins of 
the parasites. 

Next to malaria in importance are the tropical 
dysenteries. 

1. Bacillary dysentery. In 1898 Shiga isolated 
the Shiga bacillus, the most virulent of the 
dysentery organisms. In 1900 Flexner isolated 


the organism that goes by his name. Later Sonne ¢ 


isolated another organism that goes by his name. 
Today several different types of the above men- 
tioned organisms are recognized, particularly the 
Flexner types. These three organisms have been 
found to be the cause of most of the epidemics 
of dysentery found in the tropics and may be 
responsible for epidemics in temperate regions 
also. In differential diagnosis bilharzia, flagellate 
and amoebic dysentery should be kept in mind 
as well as the salmonella group of bacilli, the 
staphylcoceus toxin diarrhoea, and water pollu- 
tion diarrhoea all more common in the tropics. 
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The chronic form of bacillary dysentery may be 
most resistant to treatment, about twenty out of 
every one-hundred acute cases become carriers. 
The mucous membrane of the large bowel is in- 
flamed, and edematous, and may be replaced by 
granulation tissue in ulcerated areas. In this type 
of dysentery it is well to keep in mind syphilis, 
carcinoma and certain chronic poisonings as mer- 
curial poisoning, in making a diagnosis. 

2. Amoebic dysentery usually comes first to 
mind when tropical dysenteries are mentioned. 
Actually there is:more suffering in cases of 
bacillary dysentery and the epidemics occuring 
are more extensive, but amoebic dysentery may 
be more insidious. Carriers of entameba_his- 
tolytica are most important in continuation of 
the disease. It is estimated that 5 to 10% of our 
population is already infected. With returning 
soldiers from the tropics this percentage may be 
greatly increased. The carriers may have no sym- 
ptoms, or only occasional vague discomforts. 
These are the cyst passers that may be respons- 
ible for extensive epidemics particularly if they 
are food handlers. 

In the tropics the disease is widespread, but it 
also occurs in temperate regions. It should te 
kept in mind that a carrier may harbor the a- 
moeba histolytica for over fifty years without 
symptoms, or only vague feelings of discomfort 
at times, before becoming really ill. The amoeba 
histolytica not only involves the intestinal tract 
but may also attack the skin of the perineum and 
peri-anal region, also the skin surfaces around 
colostomy incisions, and liver abscess drainage 
wounds. 

Chronic amoebic ulceration of the colon may 
also be responsible for remote effects as allergic 
symptoms, asthma, urticaria, neurasthenic 
states, low blood-pressure and circulatory asthe- 
nia. The ulcerations may favor invasions by sec- 
ondary invaders. 

Clinical cure may be effected but it is doubtful 
if total eradication of the ameba can be accom- 
plished. Emetine is specific and very satisfactory 
results are seen where this drug is used judi- 
ciously. 

Leishmaniasis is another very important tropj- 
cal disease to be kept in mind. There are three 
types. 1. Kala azar, the visceral type of infection. 
This is found in India, Burma, China, Abyssinia, 
Sudan; occasionally in the Mediterranean area 








140 











of northern Africa and southern Europe, partic- 
ularly southern Russia. Our American area of 
infection is Brazil, Argentina, Paraguay, and 
Bolivia. Insects, food and drink may carry the 
infection. Dogs are susceptible to the disease. 
The diagnosis is made by demonstrating the 
Leishman donovan bodies in smears, or cultures 
of the peripheral blood, glandular juice or from 
the liver pulp. 

The symptoms particulary in the presence of 
malaria are confusing. An irregular fever is 
noted, there is enlargement of the spleen, anemia, 
leukopenia, emaciation, dysentery, and diarrhoea. 
Antimony is of considerable help in treatment. 

2. A second form of Leishmaniasis is Orien- 
tal sore, the old world cutaneous type. Here again 
insects as sand flies may be the vectors. Diagno- 
sis is made by demonstrating the parasite in the 
lesions. Berberine sulfate is injected into the 
edges of the sore, and if severe symptoms are 
present use antimony as in kala azar. 

3. The American type of infection of the skin 
is called Espundia Americana. Here again in- 
sect vectors are responsible, particulary sand 
flies. Diagnosis is made by finding Leishmania 
Braziliensis in the smears or cultures from the 
sores. The treatment is the same as already men- 
tioned. 

Helminthic infestations. These are a big prob- 
lem in the tropics. 

Filariasis. This disease is due to a small round 
worm, the Wucheria bancrofti, found in tropical 
South America, Central America, the West In- 
dies and Pacific Islands. The adults are found 
in the lymphatics and lymph glands. At night the 
larval worms are released into the blood-stream. 
The swollen legs and inguinal glands with ele- 
phantiasis of the legs are advanced stages of the 
disease. Finding the larvae in the blood-stream 
makes certain the diagnosis. After having seen 
the way the active larvae whip around the blood 
corpuscles you will never forget the sight. 
There is a small endemic area in the neighbor- 
hood of Charleston, S. C. Many varieties of mos- 
quitoes carry the parasite especially the culex. 
Surgery is the treatment for the elephantiasis. 


















































Hookworm disease is rife in the tropics and 
used to be common in some of our southern 
states. Cases are occasionally seen in hospitals 
here in the north. There are two types of worms 
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seen, the old world type called ancylostoma dyo- 
denale, and the new world type, necator ameri- 
cana. The treatment is the same for both. 

Another important group of worms infecting 
man are the flukes, also spoken of as schisto- 
miasis and bilharzia. In this group are included 
the Bilharzia mansonia, prevalent in Egypt, Bil- 
harzia hemetobia also found in Egypt and along 
the Congo river; and in the far east, the Bilhar- 
zia japonica. There are also a few other species, 
Not only is the intestinal tract involved but also 
other organs as the liver, kidneys, bladder, lungs 
and blood-stream may be invaded. 


Onchoceriasis is found in Africa, Central 
America and southern Mexico. It is due toa 
worm, the larvae of which are carried by a spe- 
cies of gnat which serves as the intermediate 
host. A favorite location for these gnats to de- 
posit the larvae is the scalp. Here nodules form 
containing the larval worms. They may migrate 
to various parts of the body as the eye, causing 
serious disorders. 


Dracunculosis, Guinea worm disease. This 
worm is extensively prevalent in Africa especially 
Egypt; India and Brazil. The female develops 
in the subcutaneous and intermuscular tissues 
producing vesicles and abscesses. It usually mi- 
grates downward toward the foot and may be felt 
as a string under the skin. Infestation is by 
drinking water containing larvae. 


The most important tropical diseases have 


been referred to; however there are a number of 
others that should be mentioned as cholera, gran- 
uloma venereum, Weils disease due to Leptospira 
icterohemorrhagiae, oroya fever due to Barton- 
ella bacilliformis, pinta due to Treponema her- 
rejoni, plague, rat bite fever due to Spirochaeta 
morsus muris, relapsing fever of which there are 
several different varieties, six of which will be 
mentioned, namely, the European type due to 
Borrelia also called Treponema recurentis, the 
three types in Africa, Borrelia duttone in Central 
Africa, in East Africa Borrelia kochii, in north- 
ern Africa Borrelia berberi. That found in In- 
dia is due to Borrelia carteri, while that found in 
this country is due to Borrelia novyi. Trypano- 
somiasis or African sleeping sickness has already 
been mentioned. Yaws is due to Treponema per- 
tenue and yellow fever due to a filterable virus 
should also be mentioned, likewise meliodosis due 
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to Bacillus whitmori found in Burma and the 
Malay States. Practically all of these have com- 
plications that may persist and it would be well 
to brush up on these diseases that might he car- 
ried back to our shores, not only for the purpose 
of prevention but also for the purpose of doing 
everything in our power to aid those splendid 
men who have risked their lives to protect us in 
this dire emergency. 

1007 Talcott Building 


FUSOSPIROCHETAL TRACHEOBRON- 
CHITIS 
Pavut H. Horineer, M.D. 
AND 
Ratru G. Riesy, M.D. 
CHICAGO 
Pulmonary suppuration is frequently compli- 
cated by a fusospirochetal infection. According 
to Pilot & Davis’ pulmonary infections due to 
those organisms may be considered as definite 
clinical entities, associated with copious, foul 
expectoration, lung destruction, abscess forma- 
tion or extensive bronchiectasis. However, bron- 


choscopie observations suggest that this associa- 


tion need not always be a paramount factor, and 
that the disease may be found in the nature of 
achronic tracheobronchitis without the presence 
of gross anatomical changes in the broncho-pul- 
monary system. It is the purpose of this study 
to present the clinical features of fusospirochetal 
tracheobronchitis, to describe the bronchoscopic 
findings, and to discuss the therapy and results 
of treatment. 

Sixty-nine patients with chronic pulmonary 
infections in whom the etiologic organisms ap- 
peared to be the fusospirochetal group are the 
basis for this study. The large majority of the 
patients were adults; there were 32 males, 37 
females. Relatively few children, even with 
fairly extensive bronchiectasis, as revealed in 
other studies,? were found to have these organ- 
ims present in the tracheobronchial secretions. 


The clinical features of the disease most close- 

ly simulate those of pulmonary tuberculosis. 
However, in the series special cases could be 
found which would give the general symptom- 
From the Department of Laryngology, Rhinology and 
Otology, University of Illinois College of Medicine, and 
St. Luke’s Hospital. 


Presented before the Section on Eye, Ear, Nose and Throat, 
llinois State Medical Society, May 19, 1943. 
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atology of almost any chronic pulmonary condi- 
tion. The duration of symptoms was three 
months to twelve years, with cough, loss of 
weight, a low-grade fever, fatigue and occasional 
hemoptysis as the most common symptoms. Night 
sweats were mentioned by most of the patients 
as having been present at some time during the 
course of the disease, but in two of the patients 
this symptom was so constant and severe that it 
became the most outstanding one. The low-grade 
elevation in temperature was frequently inter- 
mittent but occasionally was present for several 
months at a time. Dyspnea, chest pain, and 
wheezing were rarely noted. 

As a whole the group presents relatively few 
physical findings since the more extensive, de- 
structive types of lesions are eliminated from 
this series. Rales were found in the more severe 
cases, while poor oral hygiene or oral sepsis was 
noted in many. The nasal sinuses, always an 
important factor in pulmonary suppuration, did 
not constitute a definite part of this disease pic- 
ture. 

The bronchoscopic findings in this series con- 
sisted simply of those of a chronic bronchitis. 
The bronchial mucosa assumed the same color 
and general character of the mucosa of the 
mouth of a patient with gingivitis. The rather 
diffuse oozing of the mucosal walls on contact 
with the aspirator or the bronchoscope itself was 
further evidence of the similarity between the 
mucosa of the bronchi and the buccal mucosa 
in gingivitis. Mucopurulent secretion was gen- 
erally present in small amounts, and it was not 
tenacious. The organisms were isolated from 
this secretion, bronchoscopically aspirated, or 
from smears taken directly from the bronchial 
walls. The diagnosis was established by an eval- 
uation of the history, physical and bronchoscopic 
findings, and the bacteriologic study of the se- 
cretions. 

Bacteriology. — The large numbers of fuso- 
spirochetal organisms found normally in the 
mouth are evidence that these organisms, under 
normal conditions, are saprophytes. However, 
it is well recognized that under certain condi- 
tions they may become pathogenic. This is es- 
pecially true if a pyogenic organism is found in 
association with the fusospirochetes. Davis and 
Pilot’ showed that the addition of a pyogen, 
particularly the streptococcus, greatly increases 
the severity and character of fusospirochetal in- 
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fections, In this regard it is of particular inter- 
est to note that in almost all of our cases strep- 
tococcus viridans colonies were found in the ma- 
terial cultured from the bronchoscopically ob- 
tained secretions. 

The search for the source of the infection and 
the character of its invasion through the trachea 
and bronchi has prompted much experimental 
work. Myerson‘ has demonstrated broncho- 
scopically the ease with which material in the 
mouth may be aspirated into the tracheobron- 
cial tree. Smith® stressed this relationship in 
another manner, by illustrating with case his- 
tories the direct extension of the infection from 
the upper respiratory tract into the lungs. He 
further showed the manner in which the infec- 
tion was acquired from one patient by another, 
through direct contact with laboratory material. 
Chalmers and O’Farrell® were able to produce a 
bloody type of bronchitis in a monkey by intra- 
bronchial inoculation of material scraped from 
the gums and teeth of infected patients. The 
more extensive lesions have been produced ex- 
perimentally in the same manner by many inves- 
tigators**** who also used scrapings from the 
gums of patients suffering from pyorrhea. Smith® 
states, “This observation leads naturally to the 
conclusion that broncho-pulmonary spirochetosis 
is probably the result of aspiration, from the 
mouth into the lungs, of the group of anaerobic 


organisms.” 


The character of the invasion opens a further 
interesting field of speculation and research. The 
association of gingivitis with avitaminosis is 
well known. According to Penta,’ the incidence 
of infection from fusospirochetal organisms in 
experimental animals who have been on a vita- 
min C deficient diet is greatly increased over 
controls. The normal tissue barriers are appar- 
ently decreased and this may be a definite factor 
in patients with low-grade endobronchial infec- 
tions. 


Treatment. — The principal therapeutic 
agents in the treatment of fusospirochetal in- 
fections are the arsenicals. They should be ad- 
ministered promptly if maximum efficiency is to 
Neoarsphenamine, sodium cacody- 
They may 


be obtained. 
late, and mapharsen are all specific. 
le given in dosages and in series similar to those 
given in anti-luetic therapy, but in the use of 
neoarsphenamine, small doses of 0.2 to 0.3 
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grams, repeated at intervals of from two to four 
days, are generally sufficient. Some authors?” jn. 
dicate that larger doses are less efficacious than 
the smaller ones as the larger doses may be re- 
sponsible for making the spirochetes arsenic-fast, 
Intravenous antimony and potassium tartrate 
may be used in especially resistant cases.” 

A second factor which should be considered 
in the therapy of fusospirochetal bronchitis is the 
administration of large doses of vitamin C, This 
factor is based upon definite experimental find- 
ings in the etiology of the disease, as mentioned 
above, but its clinical application is somewhat 
difficult to evaluate. Smith!° stresses its use in 
chronic trench mouth, whose etiologic organisms 
are the same as those under discussion. In addi- 
tion, he advises the use of a high calcium diet. 

A third therapeutic agent that has been used 
in the treatment of the patients herein reported 
has been autogenous vaccines. These have been 
used in patients whose bronchitis has been es- 
pecially chronic, who have responded incon- 
clusively to the administration of arsenicals. The 
most frequent organism used in the preparation 
of the vaccine has been the streptococcus viri- 
dans. However, many other organisms have been 
found frequently in the aspirated secretions and 
have been included in the preparation of some 
of the vaccines. These are pneumococci, micro- 
coccus catarrhalis, and influenza organisms. 

Active therapy includes postural drainage in 
patients who have a productive cough. Further, 
the importance of bronchoscopic aspiration of 
patients who have signs of bronchial obstruction 
must be stressed. Such signs consist of an eleva- 
tion of temperature and night sweats. In 1924 
Chevalier Jackson’ discussed this therapy and 
established the diagnosis in several cases by di- 
rect smears made from bronchial ulcers during 
bronchoscopic inspection. In the two patients 
previously mentioned as having excessive, 
drenching night sweats, the night sweats stopped 
immediately following aspiration. In one, re- 
currence several months later ceased with a sec- 
ond thorough bronchoscopic aspiration. 


SUMMARY 


1. Bronchoscopic examination of a series of 
patients with chronic bronchitis suggests that 
fusospirochetal organisms may be responsible for 
severe bronchitis with local and systemic symp- 
toms, as well as for the more extensive destruc 
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tive pulmonary processes with which they are 
generally associated. 
2, The symptoms most frequently noted in a 


series of patients with fusospirochetal tracheo- 


bronchitis are chronic cough, occasional hemop- 
tysis and night sweats. 


3. The diagnosis is established by the history, 
the absence of acid-fast organisms in the sputum, 
and the demonstration of the fusospirochetal 
organisms in the bronchoscopically obtained se- 
cretions. 

4, Treatment consists of the frequent admin- 
istration of small doses of arsencials, the admin- 
istration of vitamin C, of autogenous vaccines, 
and bronchoscopic aspiration if evidence of 
bronchial obstruction is present. 

700 N. Michigan Avenue 
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DISCUSSION 

Major F. B. Blackmar, Schick General Hospital, 
Clinton, Iowa: I should like to say a few things 
about this, particularly with reference to these organ- 
isms. Some years ago it was my good fortune to 
come across a patient with a pure fusiform and 
spirilla infection. Strange to say it was on the thumb 
and the patient was brought in to have the thumb 
amputated. Someone suggested that we take a smear. 
It was very foul. We found a pure culture of fusi- 
form bacillus and spirilla. We tried to culture these 
Organims, washed off the thumb with saline and in- 
jected the suspension into the testicle of a rabbit. 
In the beginning we had nothing but the fusiform 
bacillus. As days went on the bacilli became longer 
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and longer, as seen in aspirations from the testicle. 
Finally we had a mixture of fusiform bacilli and 
spirilla) There has always been a question as to 
whether there were two organisms or one. I believed 
we proved that they are developmental forms of the 
cause organism. 

We have seen several cases at my Station corre- 
sponding with this description. One occurred a couple 
of weeks ago, typical of this description, but there was 
a cough present before he came into the Army and 
we had to ship him out. Harvey Searcy has worked 
on fungus diseases in the lung since 1921 and is prob- 
ably the nation’s authority. He has made the statement 
that these tracheal infections often respond to thymol 
by mouth, and if you should have a case that does not 
respond to neo-arsphenamine this should certainly be 
tried. Recently he reported a series of cases of tuber- 
culosis in an insane asylum, in which thymol by mouth 
was given with apparently marked improvement. 

Dr. Paul H. Holinger, Chicago (closing): I have 
nothing to add except to thank Major Blackmar for his 
description of the bacteriology. 





ACUTE AND CHRONIC HEPATITIS 
(CIRRHOSIS) 
Water L. Patmer, M.D., Ph.D. 
CHICAGO 

Cirrhosis of the liver is the end result of a 
chronic inflammatory or degenerative process, 
the duration of which is not known. Indeed its 
very existence is usually not suspected until the 
late manifestations occur. In the so-called 
luaennec or portal cirrhosis jaundice is notorious- 
ly late in its appearance; in biliary cirrhosis on 
the other hand jaundice appears relatively early. 
Jaundice is the outstanding symptom of hepatic 
disease but it does not provide a criterion of the 
severity of the process. In extra hepatic biliary 
obstruction the jaundice may be very intense yet 
the hepatic parenchyma be in good condition; 
conversely in portal cirrhosis the jaundice is 
absent or slight when considerable injury of the 
liver is already present. Portal obstruction as 
evidenced by ascites, the presence of dilated 
collateral veins, or hemorrhage is a late man- 
ifestation. In acute intrahepatic disease, how- 
ever, the severity and duration of the jaundice 
do provide a rough gauge of the condition of the 
parenchyma of the liver. 


Acute hepatitis usually presents the clinical 


picture of catarrhal jaundice. This disease once 
ascribed to “catarrh” of the biliary ducts with 
mucus “plugs” in the larger ducts, is now known 


Read before the Section on Medicine, 103rd Annual Meeting 
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to be a true hepatitis with inflammatory, degen- 
erative and necrotic changes in the parenchymal 
cells of the hepatic cords’. The clinical picture 
of catarrhal jaundice occurs in two groups of 
cases: (1) those due to an infectious process, 
and (2) those attributable to a toxin or poison. 
In the infectious type the identity of the etio- 
logic agent is not yet completely established. The 
disease may occur in a mildly epidemic form?, 
but cases are found frequently in individuals not 
known to have been in contact with other pa- 
tients. It will be recalled that the medical corps 
of the United States Army has recently had an 
extensive and unfortunate experience with jaun- 
dice occurring in soldiers approximately three 
months after the injection of yellow fever vac- 
cine*. The British had previously had a similar 
experience and had concluded that the jaundice 
was due to a virus present in human serum which 
had been added to the yellow fever vaccine. The 
vaccine used in the United States had been pre- 
pard with human serum also. Apparently in 


both countries the use of vaccine without human 
serum was not followed by jaundice. It was con- 
cluded, therefore, by some workers, at least, that 
the jaundice was due to a virus accidentally in- 


troduced into the vaccine with the human serum. 
Further evidence that catarrhal jaundice may 
be produced by a virus present in certain human 
sera is to be found in the recent report of 7 
cases occurring at intervals of 1 to 4 months 
after blood transfusions‘. 


As is well known catarrhal jaundice may run 
a clinical course of only a few days but more 
frequently several weeks or even months may 
pass before it disappears completely. The patho- 
logic picture is that of diffuse parenchymal in- 
jury. The following case report is illustrative: 


The patient (G.V., Unit No. 306569) a female 54 
years of age entered the Billings Hospital April 7, 1943 
complaining of jaundice of one week’s duration; loss 
of appetite, weight (16 Ibs.) and strength for 6 weeks. 
The skin was markedly icteric. A mass in the right 
upper quadrant was interpreted as distended gall blad- 
der. The van den Bergh test performed on the serum 
was directly positive. The quantitive van den Bergh 
test disclosed a serum bilirubin of 11.35 mg. per cent. 
The prothrombin time was normal. Operation was per- 
formed April 8th. The gall bladder was not distended 
and did not contain stones. The biliary ducts, the am- 
pulla of Vater, and the pancreas were examined by in- 
spection and palpation and were found to be normal. A 
biopsy of the liver was made. Following operation the 
patient made an uneventful convalescence. The jaundice 
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gradually subsided, the serum bilirubin being normal on 
May 7th; the appetite and strength returned. Histologic 
study of the material obtained by biopsy disclosed an 
intense cellular infiltration (about equal numbers of 
neutrophilic leucocytes and lymphoid cells with sparse 
eosinophiles) in the portal zone. The hepatic structure 
was greatly disturbed with injury to the hepatic cells 
evidenced by the great variation of the staining of 
both the cytoplasm and the nuclei. There were no 
zonal areas of necrosis; the total picture was a mix- 
ture of degeneration and regeneration of parenchymal 
cells. There was no dilation or occlusion of the bile 
ducts. 


This case, then, is a typical instance of acute 
catarrhal jaundice, presumably of infectious ori- 
gin. Pathologically there is both inflammation 
in the portal areas and evidence of injury to the 
cells in the hepatic cords as shown by signs of 
degeneration and of regeneration in the cyto- 
plasm and in the nuclei of the cells. The severity 
of the hepatic injury in catarrhal jaundice is 
extremely variable as is shown by the extremes 
in the clinical course, the picture ranging from 
transitory icterus to acute yellow atrophy with 
cholemia and death. The occasional appearance 
of a fatal necrosis has been recognized in epi- 
demics of the disease. The recent experience of 
th Army bears further testimony to this possi- 
bility. 

Precisely the same clinical syndromes can be 
produced by certain hepatic poisons such as 
chloroform, arsenic, phosphorus, cinchophen, 
neocinchophen, trinitrotoluene, etc. In war time 
among munition workers trinitrotoluene jaun- 
dice is not infrequent. The problem was care- 
fully studied in this country during the first 
world war®. It has received considerable atten- 
tion in England’ during the present conflict and 
is now concerning the physicians in charge of 
the health of the workers in our arsenals. The 
mortality rate is between 25 and 40%. In 1936 
Dr. Woodall and I* collected a series of 191 cases 
of jaundice following cinchophen or neocincho- 
phen. The great majority of such intoxications 
are not reported and all too frequently are not 
recognized as due to a poison. The mortality 
rate seems to be between 40 and 50%. Patho- 
logically there is widespread necrosis of hepatic 
cells. If recovery ensues the liver may return to 
a normal state or cirrhosis may develop. The 
following case reports are illustrative: 

A young housewife (V.T., Unit No. 123646) 36 


years of age entered the Billings hospital March 9, 
1935 with jaundice of three days’ duration. Nausea, 
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vomiting, headache, and malaise had appeared two 
days before the jaundice. The physical examination was 
not remarkable except for the jaundice. The vanden 
Bergh test was positive, a very strong immediate direct 
reaction being obtained. The serum bilirubin was 3.2 
mg. per cent on admission and rose to a peak of 15.2 
mg. per cent on the 29th. The malaise and lack of appe- 
tite persisted until about the first of April when they 
began to disappear as the jaundice waned. By the mid- 
dle of May the icterus was gone and the appetite some- 
what improved. The course, on the whole, was that of 
catarrhal jaundice. It was known, however, that the pa- 
tient had taken 5 seven and a half grain tablets of 
cinchophen since the previous Christmas, three of them 
in the two weeks before admission to the hospital. 

In the following case the course of events pro- 
gressed more rapidly and to a fatal termination: 

The patient, (R.B., Unit No. 35540), a female 43 
years of age entered the Billings hospital March 15, 
1931 deeply jaundiced and comatose. Death occurred 
3 days later. The history given by the family was to 
the effect that jaundice had first been noted about 10 
days before admission. Unusual drowsiness developed 
4or 5 days later progressing to stupor and coma about 
20 hours before hospitalization. For 10 years the 
patient was said to have suffered from “biliousness” 
or “dyspepsia” but without jaundice. No definite 
diagnosis had been made. The patient had had recur- 
ring attacks of arthritis for four years for which 
she had taken large amounts of aspirin. For six 
months prior to admission she was known to have 
consumed large doses of cinchophen. Autopsy dis- 
closed an acute toxic necrosis of the liver (830 gms) 
with marked red and yellow atrophy. Histologically 
there was extensive necrosis with disorganization of 
the remaining hepatic cords. 

In the following case the clinical manifesta- 
tions were somewhat less dramatic and the 
hepatic process more chronic, or perhaps sub- 
acute, with fibrous tissue proliferation, a toxic 
necrosis and cirrhosis : 

The patient (N.B., Unit No. 82635), a female 75 
years of age entered the hospital May 17, 1933 for re- 
duction of a fracture of the neck of the left femur 
incurred in a fall three days earlier. A faint icterus 
was noted. The patient gave the additional history 
that because of a chronic arthritis she had taken about 
100 five grain tablets of cinchophen in the 3 months 
Prior to admission. In spite of a moderate ascites the 
patient was placed in a body cast. The icterus index 
on the 19th, 22nd and 29th of May was 25, 25, and 21 
respectively. Hematemesis occurred on the 27th fol- 
lowed by death on May 30th. Autopsy disclosed a 
subacute toxic necrosis of the liver with focal regen- 
erative hyperplasia and early cirrhosis. (Wt. 650 
gms.) The abdominal cavity contained approximately 
2 liters of ascitic fluid. Histologically nodules of dis- 
Organized hepatic cells alternated with regions of 
Necrosis and were surrounded by broad bands of 
Connective tissue containing many small blood vessels 
and numerous bile ducts. 
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It seems clear that if the destructive process 
were somewhat less marked and perhaps contin- 
ued for a longer period of time, the clinical pic- 
ture, and, indeed, the pathologic picture might 
be that of the typical portal cirrhosis. It would 
seem probable therefore that just as necrosis of 
the hepatic cells may be brought about by vari- 
ous infections and poisons, so the subsequent 
cirrhosis may result from varied causes. It does 
not seem possible, however, to relate the majority 
of cases of portal cirrhosis to known hepatic in- 
fections or poisons. Clinicians have, of course, 
for many years looked upon alcohol as the toxic 
agent. There is considerable support for this 
view. Fleming and Snell® obtained a history of 
alcoholism in approximately half of their pa- 
tients of portal cirrhosis with ascites. However, 
alcoholism and syphilis together, including he- 
patic injury from antiluetic therapy probably do 
not account for more than 60% of the cases of 
portal cirrhosis. Other and at present unknown 
intoxications or infections or vitamin deficiencies 
probably account for the remaining 40%. The 
relationship between the pigmentation of hema- 
chromatosis and cirrhosis is not known nor is 
their cause understood. The same is true of the 
peculiar association of cirrhosis and progressive 
lenticular degeneration seen in Wilson’s disease. 


In biliary cirrhosis the process is different and 
yet similar for there is evidence in both the pri- 
mary non-obstructive type of Hanot and in the 
obstructive type of Charcot of cholangitis or 
pericholangitis with degenration and regenera- 
tion of the parenchymal cells and also of the bile 


ducts and capillaries. Cirrhosis represents 
chronic disease; cellular degeneration and ne- 
crosis result from a more acute process and are 
at times superimposed upon the chronic form. 
In the rare xanthomatous biliary cirrhosis in 
which the hepatic disease is associated with 
xanthomatous, hypercholesteremia and lipemia, 
the basic factors are not at all clear’. 


The clinical picture of cirrhosis requires little 
discussion. In the portal type, the diagnosis is 
not usually made until the manifestations of in- 
creased portal pressure appear, ie., ascites or 
hemorrhage from gastric or esophagea varices. 
The spleen is always enlarged and usually is 
palpable once the ascetic fluid is removed. The 
liver itself is frequently enlarged, but may be 
quite small. If palpable, its consistency is no- 
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ticeably increased. Jaundice is usually neither 
an early nor a marked symptom altho terminally 
it may be quite intense. In some instances the 
jaundice and cholemia appear without ascites. 
In biliary cirrhosis the syndrome is that of 
chronic jaundice persisting for years with 
enlargement of the liver and spleen. Ascites 
appears only in the terminal phase. The great- 


est diagnostic problem in biliary cirrhosis is the 
determination of whether the process is entirely 
intrahepatic (Hanot) or secondary to an obstruc- 
tion, such as stone, in the extrahepatic ducts. 


Treatment: The therapy of acute and chronic 
hepatitis includes first the elimination of the 
cause. There is no specific chemotherapy for the 
primary hepatic infections. There is no effec- 
tive antidote for the hepatic poisons although 
encouraging work on the arsenicals is in prog- 
ress. The persistence and indeed the extension 
of the necrotic process for weeks or months after 
the discontinuance of the poison is noteworthy 
and distressing. Jaundiced patients should be 
at rest. The diet should be adequate if possible, 
preferably high in carbohydrate, moderately high 
in protein and low in fat. The hepatic cells need 
both glucose and protein.®:*?° If the patient 
is unable to maintain an adequate caloric intake, 
glucose should be given intravenously. It should 
be noted, however, that the oral method of ad- 
ministration is preferable. Multiple vitamins 
should be given, particularly the B complex and 
K. Ascites initially may respond somewhat to 
the mercurial diuretics, but as the plasma pro- 
teins drop the effect decreases and vanishes. In 
fact Fleming and Snell concluded that on the 
whole diuretics probably do more harm than 
good except in selected cases. Paracentesis 
should be performed when necessary. Omen- 
topexy has not proved worth while. Splenec- 
tomy, likewise, has not proved of value in the 
treatment of bleeding varices. At present the 
most hopeful procedure is the injection of scler- 
osing solutions into the dilated esophageal veins 
thru the esophagoscope. 

The prognosis in both acute and chronic hepa- 
titis is notoriously hazardous. The appearance 
of coma is a very bad sign indeed, but recovery 
may occur. Ascites is an ill omen for Fleming 
and Snell found the average duration of life in 
158 cases of portal cirrhosis with ascites to be 
12.9 months. However, in their total series of 
200 cases 42 had survived for an average of 45.5 
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years and were either much improved or Clinic. 
ally well. Massive hemorrhage is a very serious 
complication. Jaundice of several months dura- 
tion is usually a bad sign for it indicates con- 
tinued and progressive inflammation, cellular 
injury and degeneration from which recovery is 
difficult. 
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DISCUSSION 


Dr. Clarence F. G. Brown, (Chicago) : Dr. Palmer's 
presentation has been most interesting. Although 
much can be done for acute liver injury, therapeutic 
efforts for chronic liver insufficiency have yet to be 
of more than palliative value. 

Certain phases of investigative activity, however, 
do seem to indicate some promise of constructive 
therapy. Ravdin and his co-workers have emphasized 
the need for substances other than carbohydrates in 
order to facilitate maximal regeneration of damaged 
hepatic tissue. Although the studies of this group are 
by no means complete, low fat, high protein and high 
carbohydrate diets are of greater value than high 
carbohydrate intake alone, especially in reducing high 
lipid content of damaged livers. Heretofore, our lab- 
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oratory and clinical impressions have been at diverse 
ends. Clinically, we have felt that patients with 
liver damage tolerated proteins poorly, whereas Whip- 
ple’s studies have long indicated the value of high 
protein intakes in experimental animals. 


A second phase of activity which gives equal prom- 
ise of being of therapeutic value is the work of sev- 
eral groups, including Gibson and his co-workers, who 
have been preparing various types of protein from 
human serum and plasma, suitable for intravenous ad- 
ministration in large doses. Although primarily in- 
tended for use in the treatment of shock, human al- 
bumen may possibly be a helpful substance in treating 
individuals with cirrhosis of the liver. The hypopro- 
teinemia and reversal of the albumin-globulin 
ratio are well accepted criteria of liver damage 
and our new found ability to alter these abnormalities 
may be effective in treatment. Ultimately, non-toxic 
amino acid solutions may be developed for intravenous 
use, which will be effective in altering the plasma pro- 
teins. At present such preparations that are available, 
although relatively not toxic, have little effect on the 
plasma proteins. 


There remains much in the laboratory — work which 
has been done on animals — which cannot be ap- 
propriately transposed and applied to human beings. 
Further analytical studies, such as presented by Dr. 
Palmer, do much towards clarifying problems in the 
physiology of the human liver. 

Dr. Frank DeTrana (Chicago): It is my opinion 
that peritoneoscopy is a good aid for the investigation 
of liver disease, particularly in view of the fact that 
biopsies may be obtained from the liver by this means. 


I feel that cases of cirrhosis with ascites, where 
the patient is to be tapped, could be better done with 
the peritoneoscope. One can see the pathology. Perfora- 
tion of bowel or stomach is possible with an ordinary 
trocar. It is less likely to be overlooked if the perito- 
neoscope is used. 


Peritoneoscopy is an excellent means of confirming 
a diagnosis of cirrhosis. 


I. F. Volini, M. D. (Chicago): I noticed that Dr. 
Palmer included the sulfonamides in the toxic sub- 
stances that can produce liver damage. There are 
approximately five thoroughly reported cases in the 
literature and I have studied them carefully and I 
am not convinced of the unequivocal culpability of the 
sulfonamides in the production of damage to the 
liver, 

Furthermore, I have had an extensive experience in 
the therapy of patients with serious liver damage in 
the course of pneumonia, many of these patients with 
ascites, with severe pronounced advanced cirrhosis, 
where we have treated them with the sulfonamides and 
I have not seen any patient damaged by this therapy. 

In addition, patients with jaundice that I have felt 
was on the basis of an infectious etiology, — cholan- 
geitis, — I have not hesitated to employ the sulfona- 
mides in the therapy and have seen improvement from 
this type of treatment. 


So that I think at the present time there is not suffi- 
cient evidence to indicate that the sulfanomides do 
produce damage to the liver, acute, subacute or chron- 
ic. 

Most of the patients that appear with signs of liver 
damage in the course of therapy by the sulfonamides 
are suffering from diseases which in themselves are 
frequently associated with evidences of hepatitis. 

Now a fairly large percentage of patients with 
pneumonia do have jaundice and many of the infec- 
tious septicopyemic manifestations that are associated 
with jaundice. And when such patients are treated 
with sulfonamides, they subsequently succumb, — not 
from the sulfonamides but I believe from the septi- 
copyemia and from the effects upon the life of the 
infectious process. 

Closing discussion of Walter L. Palmer, M. D. 
(Chicago): I am indebted to all the discussants for 
their remarks, — indebted to Dr. Brown for filling in 
the details of treatment which I had omitted or had 
no time to include. 

I am sure that we all envy Dr. DeTrano’s experience 
with the peritoneoscope. It would be a nice instrument 
to have available for the study of the external appear- 
ance of the liver, perhaps for biopsies also, in such 
instances. 

I am greatly interested in Dr. Volini’s remarks in 
regard to the sulfonamides. I had not had an oppor- 
tunity to study the five cases which he mentioned that 
have been reported in the literature and am glad to 
hear his interpretation that perhaps there is some other 
explanation for the jaundice than the sulfonamide. 


The question has just been asked me in regard to 
the role of chronic dietary indiscretions and of vitamin 
deficiencies in production of cirrhosis. It seems to me 
we have little evidence upon which to base a statement 
from the clinical point of view. It may well be that 
dietary indiscretions are productive of liver injury. 
Perhaps it is even more likely that dietary deficiencies 
are productive of injury. 

We do know that in experimental animals, cirrhosis 
of the liver has been produced by a deficiency of vari- 
ous factors of the B complex. This is, I think, one 
of the most attractive leads in the field of hepatic 
cirrhosis. 


Thank you very much. 





It seems there was once a snail who started to 
climb the trunk of a cherry tree one raw cold 
morning in January. 

As he inched painfully upward, a wise-guy 
beetle stuck his head out of a near-by crack and 
said, “Hey, buddy, you’re wasting your strength. 
There ain’t any cherries up there.” 

But the snail kept right at it. “There will be 
when I get there,” he said. 

—Printers’ Ink. 
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POINTS TO NEED OF PREVENTING 
LAXITY IN WARTIME MANUFAC- 
TURING OF DRUGS 


The manufacturers of drugs and medicinals 
must exert all possible effort to maintain and 
improve their methods of product control, The 
Journal of the American Medical Association 
advises in its February 5 issue. The Journal 
says: 

“Apparently the circumstances created by the 
war have produced some relaxation of standards 
and control procedures established to insure the 
identity, purity and potency of medicinal mate- 
rials. In recent months the Chemical Laboratory 
of the American Medical Association has found 
serious discrepancies between the labeling and 
the actual contents of materials submitted by 
several drug manufacturers. Each instance has 


been called to the attention of the manufacturer 
concerned. The public, the physician and the 
pharmacist depend in large measure on the man- 
ufacturer of pharmaceuticals for many finished 
dosage forms of drugs which, experience has 
shown, can be provided efficiently by modern 


mass production methods. Possible loss of life 
or wasted man-hours of work, resulting from 
faulty dosage traceable to mislabeling, cannot be 
tolerated. 


“The cooperative efforts of physicians, pharma- 
cists and manufacturers of pharmaceuticals have 
resulted in the adoption and constant improve- 
ment of criteria designed to facilitate accuracy 
in prescribing, dispensing and preparing of 
drugs. Such criteria-are embodied in New and 
Nonofficial Remedies, in the Pharmacopeia of the 
United States and in the National Formulatory. 
Ultimate responsibility for marketed dosage 
forms of drugs, such as ampules, tablets and sup- 
positories, lies with the manufacturer. The 
physician and the pharmacist must be able to 
depend on the labeling statements of such prod- 
ucts, particularly with regard to potency and 
identity. The integrity of many manufacturers 
justifies this trust ; if such trust is betrayed there 
exist punitive legal restrictions. There can be 
no positive guaranty that error may not occur 
in the processes involved in the transformation of 
raw materials into finished medicinal products. 
Caieful control measures and constant vigilance 
by vhe manufacturer will minimize dangers in- 
herent in false identity, low purity or wide vari- 
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ation in potency of products employed to main- 
tain or restore health. 

“The personnel and physical equipment of all 
manufacturing organizations in the United 
States are under constant stress. Manufacturers 
of drugs and medicinals have not been exempt 
from the loss of trained workers and from the 
necessity for full utilization of all available ma- 
chinery in their tremendous job of providing 
adequate supplies of medicines for the armed 
forces and for the public. Nevertheless manufac- 
turers of pharmaceuticals need to scrutinize and 
steadily improve their methods of product con- 


trol.” we 
OUR PROFESSION 
By Oliver Wendell Holmes 
Written for and read at the meetwmg of the Massachu- 
setts Medical Society in 1858 
As Life’s unending column pours 
Two marshalled hosts are seen.— 
Two armies on the trampled shores 
And Death flows black between. 
One marches to the drum-beat roll, 
The wide-mouthed clarion’s bray 
And bears upon its crimson scroll 
“Our glory is to slay”. 
One moves in silence by the stream, 
With sad, yet watchful eyes, 
Calm as the patient planet’s gleam, 
That walks the clouded skies. 
Along its front no sabers shine, 
No blood-red pennons wave; 
Its banner bears the single line 
“Our duty is to save.” 
Though from the Hero’s bleeding breast 
Her pulses Freedom drew, 
Though the white lilies in her crest 
Sprang from that scarlet dew,— 
While Valour’s haughty champions wait 
Till all their scars are shown, 
Love walks unchallenged through the gate, 
To sit beside the Throne! 





GOOD REASON 

The Army psychiatrist at the induction cen- 
ter eyed the prospective new soldier suspiciously. 

“What do you do for your social life?” he 
asked the GI prospect. 

“Oh,” the man blushed. “I just sit around.” 

“Hmmmm, don’t you ever go out with the 
girls?” 

“Nope.” 

“Don’t you have any desire to go with girls?” 

“Well—sort of -——” 

“Then why don’t you?” asked the doctor 
pointedly. 

“My wife won’t let me.” 
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INDUSTRIAL PHYSICAL 
EXAMINATIONS* 


Approved by the Council on Industrial Health, 
American Medical Association 


PURPOSE 

The purpose of industrial health programs is to 
promote and maintain the physical and mental welfare 
of all industrial employees. Physical examinations in 
industry are a means to this end. 

Specifically, the objectives of industrial physical 
examinations are: 

1. To facilitate placement and advancement of 
workers in accordance with individual physical and 
mental fitness. 

2. To acquaint the examinee with his physical status 
and to assist him in improving and maintaining per- 
sonal good health. 

3. To safeguard the health and safety of others. 

4. To discover and control the effects of unhealthful 
exposure. 

5. To promote cooperative support and understand- 
ing of industrial health practices by employer and em- 
ployee alike. 

Unjust or questionable exclusion from work through 
improper application of the findings on physical exami- 
nation in industry is against the public welfare and 
contrary to sound industrial health principles. 

SCOPE 

Industrial physical examinations should include: 

1. Past medical, family and occupational history. 

2. Physical findings. 

3. Personality appraisal. 

4, Laboratory data. 

3. Summary and recommendations. 

GENERAL PROCEDURES 

Since placement of the worker in suitable employ- 
ment is an important objective of industrial physical 
examinations, the examiner will obtain best results 
only when he is familiar with the industry he serves. 
Medical inspection of the plant or industrial premises 
at regular intervals is essential to an adequate physical 


‘The Journal of the American Medical Association October 
30, 1943, Vol. 123, pp. 557 and 558. 


examination program as well as in other aspects of 
industrial hygiene. 
Physical examinations in industry are classified un- 
der two major headings. 
1. Preplacement examinations of applicants for em- 
ployment. 
2. Periodic reexaminations (regular or special). 
In either case the examination should be complete. 
The examination should be conducted by the phy- 
sician himself, except such routine procedure as can 
safely be assigned to trained assistants. The examinee 
should remove all clothing in a private room. Special 
arrangements and a nurse in attendance are necessary 
in examining women employees. 
EQUIPMENT 
Physical examinations will be facilitated if the fol- 
lowing equipment is available: 
Examining table 
Stools, chairs and couch 
Mirror 
Screen 
Scale and measuring rod 
Metal measuring tape 
Spotlight 
Distant and near reading cards 
Color sense testing cards 
Nose and throat mirror 
Transilluminator 
Blood pressure instrument 
Luer syringes (2 cc. and 10 cc.) 
Thermometer 
Dynamometer 
Centrifuge 
Microscope 
Stethoscope 
Ophthalmoscope 
Blood vacuum tubes 
Otoscope 
Reflex hammer 
Rubber gloves and finger cots 
Tuning forks 
Hemoglobin outfit 
Urinalysis equipment 
Garment racks 
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RECORDS 
Content. — No single form has been devised to suit 
all requirements. The accompanying example is a 
composite of many used successfully in industry. Re- 
gardless of form, the records should contain. 


1. Identification data: name, address, date and place 
of birth, race, sex, marital status, clock or social se- 
curity number, and in certain circumstances photo- 
graph and finger prints. Some industrial physicians 
include name and address of next of kin. 


2. Past medical and occupational history. Although 
details may be elicited by assistants, the importance of 
significant past health experience should be evaluated 
by the physician himself. 


3. Physical findings : 


(a) Preplacement examination. The attached form 
is designed for preplacement physical examination. 
Clarity and uniformity of expression are desirable. 
Variation in procedure will depend on specific indus- 
trial exposures and special job requirements. Exami- 
nation for transfer to other work or on return to 
work after prolonged absences are essentially pre- 
placement in character. 


(b) Periodic examination. Reexamination should be 
conducted in the same detail as the original pre- 
placement examination survey. The recommended 
form can be readily modified to allow for reexamina- 
tion and to meet special requirements. General prin- 
ciples are fully described in “Periodic Health Exami- 
nation — A Manual for Physicians,” Chicago, Ameri- 
can Medical Association, 1940. Repetition of physical 
examinations must be determined by the physician in 
charge, based on his original examination and the 
nature of the industrial environment. 


INDUSTRIAL PHYSICAL EXAMINATION 
Employer City State 
Name Address Clock No. 
Age Race Marital Status Sex Social Sec. No. 
Personal Physician Next of Kin 
Personal and Family History: 
Immunization Record 
Occupational History: 

Physical Examination: Date Examiner 
{Inspiration 
VExpiration 


Girth 


Height Weight Chest Measurement 


j Resting 


Pulse After Exercise 


Temperature 
Nutrition 


Scalp 


Blood Pressure Posture Musculature 
Skin Glands Hair 
fk. R. 
Distant il 
L. 
Vision gk. R. 


l ae 7 
Near | as Corrected 
EL. 


Corrected 


Color Sense 


R. 


Hearing} 


(L. 


Depth Perception Eyegrounds 


Nose-Throat Tongue 


Neck 


Tonsils 


l'eeth Gums 


{ R. 
Lungs; 
iL. 
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Heart 
Abdomen 
Genitalia 
Spine 

Joints 
Dysmenorrhea 
Laboratory Data: 
Urine: 
Appearance 
Blood: Hemoglobin 
Wasserman 
X-Ray: Chest 
Personality Data: 


Hernia 
Rectum Prostate 


Reflexes Hands Feet 


Date Examiner 


Albumin Sugar Sediment 
Sedimentation Rate 
Kline 
Other 


Specific Gravity 
Smear 
Kahn 


Neat Aggressive Quick 
Appearance Careless Quiet 
Temperament Intelligence? Average 

Cooperative 

Noncooperative Dull 
Advanced High 

Comparative Schooling) Average Summary? Medium 
Retarded Low 


Summary and Recommendations: Code 


Slovenly 


4. Personality data. Observation of temperament, 
personality and significant nervous or mental manifes- 
tations should be a correlated part of a complete ex- 
amination. The brief outline suggested in the form 
has been used in practice with good results. Compara- 
tive schooling refers to the level of education attained 
in comparison with other children in the family. 

5. Laboratory data. Urinalysis, hemoglobin deter- 
mination, blood test for syphilis, chest x-ray examina- 
tion, differential blood smear and blood sedimentation 
rate are employed in industry in about that descending 
order of frequency. 

6. Summary and recommendations. 

Coding. ~ Usage varies in coding or rating physi- 
cal and mental status, but the common intent is to 
classify examinees in one of the following groups: 

A. General approval for all work. 

B. Approval for placement under medical super- 

vision. 
. With limited physical exertion. 
. In nonhazardous work. 
. With orthopedic defect. 
. With defective vision. 
5. With defective hearing. 
6. With neuromental handicap. 

C. General disapproval for any work. 

From the public and industrial health standpoint the 
only absolute bar to immediate employment in ordinary 
occupations should be communicable disease, psychosis 
or serious disabling injury or disease. Other considera- 
tion related to employer liability, workmen’s compensa- 
tion, factory acts and health codes must be determined 
separately for each jurisdiction. 

Preservation and Use. — The examining physician 
may properly put information derived from records of 
industrial physical examination to the following uses: 

1, All major findings should be discussed with vo 
employee, with emphasis on the importance of obtain- 
ing immediate and adequate medical care. 

2. A transcript may be supplied to the employee's 
personal physician or to other official community 


health agencies on consent of the employee. 
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3. The employer should be given information in ac- 
cordance with the suggested code described in this 
report to facilitate placement or promotion. A special 
simple form can be devised for this purpose. The em- 
ployer should especially be notified of any condition 
or disability thought to be caused by faulty work en- 
vironment. 

4, Governmental agencies such as courts, workmen’s 
compensation commissions or health authorities should 
be supplied with information on legally enforceable of- 
ficial order. 

In all other respects the confidential character of 
physical examination records should be rigidly ob- 
served and access should be granted only on request 
or consent of the examinee, preferably after prelim- 
inary discussion with the examining physician. 

Suitable filing equipment and training of personnel 
should be maintained for the safe keeping of all medi- 
cal records in the medical department. 

PERSONNEL 


Physical examination is an important service of an 
industrial medical department having regular medical 
staff supervision. Where considerable numbers of ex- 
aminations occur, nurses, technicians and clerks are 
helpful in securing and recording data in routine pro- 
cedure. They require training which should be ac- 
cepted as a special responsibility of the medical di- 
rector. 

In small plants, employers customarily make ar- 
rangements with individual examiners. A modifica- 
tion of this practice is to secure the services of an 
examiner from a panel of physicians approved by the 
county medical society for services of this kind. 





THE PEORIA PLAN FOR HUMAN 
REHABILITATION 


A physical handicap is a difference, possessed by 
some persons, which, though limiting phys- 
ically, need not limit vocationally. 

A COMMUNITY LOOKS AHEAD 

Here is a story of a city-community response to a 
vitally important situation. The problem of return- 
ing the individual handicapped through military serv- 
ice, accident or illness, to a life as nearly normal as 
possible is here recognized as an inevitable community 
responsibility. Under the impetus of a mounting war- 
lime casualty list, resources have been marshalled to 
smooth the way for human rehabilitation within the 
community. 

The community of Peoria, Illinois, housing more 
than 200 diversified commercial and industrial estab- 
lishments, responded to the challenge of this problem. 
Gvic agencies, under the original impetus of local 
industry acting through the Peoria Manufacturers’ 
Association, have voluntarily brought forth “The 
Peoria Plan for Human Rehabilitation.” The return 
%! the physically handicapped from military to civilian 
life Presents a problem which will test American in- 
Senuity equally as much as its economic and political 
questions. Unless a well organized program is pre- 
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pared in advance, we shall be faced with returning dis- 
abled men being forced to wait for jobs, with each 
day’s delay increasing their resentment, their mental 
depression, and their fear of depending upon charity. 
National leaders who have become acquainted with 
this plan feel that it has great merit. Peoria’s hope 
is that other communities over the nation may emulate 
its action, take counsel and courage from its pattern, 
and institute a similar humanitarian project at the 
earliest possible moment. 

Anyone who has gone through a modern govern- 
ment hospital has come away a saddened man; for 
the modern miracles of science, the much _ heralded 
blood plasmas, and the “sulfa” drugs, have worked 
their scientific miracles well in many cases. Stretching 
corridors of rooms are filled, even now, with once- 
strong boys and men, maimed, deformed, and blinded 
— the advance guard of the Armed Forces that will 
return from the battle areas in a steadily increasing 
stream as the climax of this global war nears. 

These boys and men who are able to again take 
their place in useful positions in society, will return 
“home.” They will look quite naturally to their old 
jobs. This poses a problem on local employers and 
through them to the community as well. Without 
minimizing in any way the fine purpose of govern- 
ment gratuities, none of these can fully compensate 
for the stimulus of familiar contact and the atmos- 
phere of the “old job.” 

The Peoria Plan for Human Rehabilitation is 
unique because the many employers in the Peoria area 
were organized and made ready to accept the physically 
handicapped before their return. Usually, the intake 
groups are forced to approach employers with a plea 
for opportunities for the persons with physical handi- 
caps. 

But business, at first blush, sees an “impasse.” 
“We'd like to use these people,” but the main question 
is, “HOW can we? What can they do? Will they en- 
danger other employees or themselves? In other 
words, will your high-sounding plan WORK?” 

The answer is to be found in the work experience 
of the Caterpillar Tractor Co., a bustling, war-busy 
plant employing 18,000 men and women. From this 
busy factory sprang the original idea for “The Peoria 
Plan.” Its undeniable success there brought ministers, 
educators, businessmen and social workers in a steady 
stream to establish the larger community effort. Some 
18 months ago “Caterpillar” realized that some of the 
4,000 to 5,000 employees on military leave would re- 
turn from the war suffering from physical handicaps. 
In facing this problem the company could draw upon 
its many years of experience in the rehabilitation of its 
own physically handicapped. This, plus a shortage of 
manpower, presented the possibility of unifying the 
programs for the civilian and military handicapped 
people. Steps were taken for the formation of a plan 
with close cooperation among Medical, Personnel, 
Training and Safety Divisions. 

Since it was first necessary to determine the jobs 
available for these individuals, a survey was made in 
which each supervisor listed the jobs in his department 
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which could be performed by employees with the 
handicaps listed on the survey cards. With this in- 
formation, the Personnel Division with its knowledge 
of “job analysis” interviewed the individuals, and 
presented the applicant to the Medical Division for ap- 
proval of the specific job chosen, A personal interview 
followed, impressing upon the employee the necessity 
for care and safety in his work, and a note was placed 
upon his record card that no transfer could be made 
without the consent of the Medical Division. 

Supervision and training now appeared in the 
picture. Supervision was instructed in the proper 
handling of these people, and then the “Job Instruc- 
tor Training” given job trainers. That supervision 
has given its complete approval, there can be no 
doubt, for almost daily more handicapped em- 
ployees are requested. They are continually finding 
new jobs that handicapped people can do. Many 
of the employees with physical handicaps are at- 
tending special classes given by the Training De- 
partment in order that they may advance in the 
quest of independence. 

“Caterpillar” has approximately 800 handicapped 
persons in gainful and most useful work. This 
number is remarkable when one considers that this 
company builds heavy machinery, calling for heavy 
and light machine work, similar types of assem- 
bling, and grey iron and aluminum foundry work. 
Those called “handicapped” by “Caterpillar” are 
only those with major defects: loss of one or both 
extremities; marked deformities, congenital or 
otherwise; loss of one or both eyes; loss of hear- 
ing or speech; and those recovered from Tubercu- 
losis, heart disease, etc. 

Yes, the program works in the hardest, most cal- 
lous test tube of them all, — actual experience. The 
vast majority of these people have a_ production, 
safety and absentee record far above normal. They 
are paid at the same rate as normal individuals, 
are shown no special favors, and are in no way 
considered as accepting charity. They will be given 
the same consideration as any other employee in 
being retained on the job in the days following the 
war. 

The best answer to “Will It Work?” is from the 
lips of “Caterpillar” supervision reflecting positive 
company policy: 

“Give us as many of this type of workman as you 
can get!” 

Small industrial and commercial establishments 
are able to do excellent work in the placement of 
handicapped people because of first-hand knowledge 
of the requirements of their jobs and a direct con- 
tact with their employees. 


THE PEORIA PLAN AND WHAT IT MEANS 


This is “The Peoria Plan” in action. It is the 
framework of the community structure on which 
the burden of human rehabilitation rests. You may 
want to observe it closely, perhaps not to copy it 
.n total, but to apply the broad general principles 


to your own civic problem. These general prin- 
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ciples are time-tested and work-proven. We be- 
lieve that in them lie the essentials of a compre- 
hensive, efficient and workable program which, 
multiplied many times by the number of cities, 
towns, and villages over the nation, will conserve 
the greatest of all American assets — useful and 
self-respecting human beings. 

At the head of the organization plan is, of course, the 
executive branch, which is directed in this case by an 
industrial medical director and a business executive, 
The committee consists of a cohesive smaller group 
empowered to pass on policy. Branching to the 
right from this are the major committees, which 
are considered individually in this explanation. 

The purpose of the organization committee is to 
enlist all phases of community activity — business, 
labor, church, school, veterans’ groups, etc. — 
that are interested in the human rehabilitation prob- 
lem. This group is mainly consultive for the pur- 
pose of promoting civic enthusiasm and dispatch. 
The publicity activities include winning public sup- 
port through the means of the radio, movies, news- 
papers, plant publications, labor magazines, and 
speakers. Such publicity is also of value in aiding 
to underwrite the program and to enlist State or 
Federal aid for office space, stenographic assistance, 
and the services of an all-important counselor. 

“The Peoria Plan” has been financed by public- 
spirited citizens and many different organizations. 

The employer survey committee undertakes by 
means of a survey card to canvass all job possibili- 
ties in the community that handicapped men and 
women could do. 

The intake sources include the Federal, State, 
and Local agencies listed at the end of this article. 

Vocational training aids come next. In Peoria, 
Bradley Polytechnic Institute, Brown’s School of 
Business, .and others contracted by the govern- 
ment, are already doing rehabilitation work with 
some ex-service men. They offer both facilities and 
counsel. If similar facilities do not exist in your 
community, Federal, State, or other aid can be en- 
listed. 

A complete case analysis is effected, of course, 
by the counselor before any placement is at- 
tempted. Case action is the working out of thie 
disposition, with complete records being kept for 
follow-up. This is a PERMANENT program; 
fully employables will find the transition relatively 
easy. Medical restoration is effected through exist- 
ing agencies for those needing it, as is vocational 
training in the manner mentioned. 

The guidance committee is a small zroup that 
acts as a clearing house for the final disposition of 
the case. It is important to have actual men and 
women of business represented on this committee. 


“THE PEORIA PLAN” SUMMARIZED 


In conclusion let us briefly summarize the out- 
standing points of this program. 

1. Now is the time to organize — do not wait 

until the disabled veterans return from the wat. 
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INDUSTRIAL HEALTH 


FINDING THE JOB 


It is exceedingly important that a community plan 
have in advance a knowledge of the jobs available in 
their area for the employment of people with different 
handicaps. The problems of each community will vary 
because of the difference in the type of businesses. 


The first step is to find the JOB the MAN can DO. 
This can be done by the use of the survey card. The 
sample card printed below presents a general outline 
of a form which may be followed in a community 
survey. 





COMPANY 


DEPARTMENT 


DATE 





CLERICAL 


MEMBER LOSS *S, 3S-S: U-S, 


TRADE 
S. S-S. U-S. S. S-S. U-S. S. S-S. U-S. S. S-S. U-S. 


MANUFTG. SERVICE OTHER 








PARTIAL 


SIGHT TOTAL 





PARTIAL 


HEARING TOTAL 





PARTIAL 


LEGS TOTAL 





PARTIAL 


FEET TOTAL 





PARTIAL 


HANDS TOTAL 





PARTIAL 


ARMS TOTAL 





HEART 
DISEASE 





BACK 
CONDITION 





OTHER ORGANIC 
DISABILITIES 








TOTAL NO. OF 
JOBS THAT ABOVE 
PEOPLE COULD DO 





*S. — Skilled S-S. — Semi-skilled 


In addition to its use as a placement and utilization 
tool, it may be used to furnish data on the number of 


2. A well organized program in each company 
is necessary for success. In some organiza- 
tions, this consists of close cooperation be- 
tween Medical, Personnel, Training and Safety 
Divisions, and Supervisors. 

3. A survey of jobs is essential. 

. Employers of small groups can participate be- 
cause of first hand knowledge of their jobs. 

5. The production, safety, and absentee record of 
the physically handicapped is above average. 

. Classification of handicapped individuals shou‘d 
be clarified. 

. “War neurosis” cases will benefit from quick 
employment with special attention given to in- 
dividual cases. 

. Time is valuable. Soon after the handicapped 
returning veteran begins to look for a. job, he 
should be properly placed. Delay is discourag- 
ing and demoralizing. 

- We recommend to other communities their 
Sincere consideration of “The Peoria Plan” 


U-S. — Unskilled 


jobs available in any business enterprise large or 
small. 


“The Peoria Plan” for human rehabilitation is a 
fine humanitarian program which is applicable to 
all post-war employment problems. It gives to 
every individual the opportunity to receive his 
“God Given Rights” to care for himself and his 
dependents. Above all ,it demonstrates the willing- 
ness of all concerned to contribute their share in 
making the United States of America the outstand- 
ing example of true democracy. 


GROUPS INCLUDED IN 
“THE PEORIA PLAN” 
Altrusa Club 
American Federation of Labor 
American Legion 
American Legion Auxiliary 
American Red Cross 
American War Dads 
Army Mothers of America 
Board of Health 
Bradley Polytechnic Institute 
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Catholic Diocesan Chancery Office 
Congress of Industrial Organization 
County Supervisors 

Council of School Clubs 

Disabled American Veterans 

Gold Star Mothers 

Good Will Industries 

Illinois State Rehabilitation Office 
Kiwanis Club 

Lions Club 

Marine Corps League 

Mayor and City Council Members 
Mothers of Silver & Gold Wings Fliers of America 
Navy Mother’s Club 

Optimist Club 

Order of Purple Heart 

Peoria Advertising & Selling Club 

Peoria Association of Commerce 

Peoria Community Fund 

Peoria County Farm Bureau 

Peoria County Tuberculosis Association 
Peoria Journal-Transcript 

Peoria Junior Chamber of Commerce 
Peoria Manufacturers’ Assn. 

Peoria Medical Society 

Peoria Merchants Association 

Peoria Ministerial Association 

Peoria Municipal Tuberculosis Sanitarium 
Peoria Navy Club 

Peoria Star 

Publix Great States Theatres, Inc. 
Rotary Club 

School Board 

Selective Service Boards 

United Spanish American War Veterans 
United States Employment Service 
Visiting Nurses’ Association 

WMBD Radio Station 

War Manpower Commission (District) 
Women’s Civic Federation 


CERTIFICATION OF WORKERS’ 
ILLNESS* 


Certification by physicians of spurious worker 
illness or for unessential change of occupaticn is 
coming under close scrutiny by industry and War 
Manpower personnel. The abuse has been carried 
so far in some areas that physicians’ statements 
are discounted and the workers are no longer be- 
ing given releases for transfer. Frequently the 
physician accepts the worker’s word that his job 
is harmful without examination of the patient or 
knowledge of the working environment. 

Sufficient complaints were received for the 
Board of Trustees of the Richmond (Va.) Acadeiny 
of Medicine to issue the following letter to its 
membership in September: 

*Industrial Health Bulletin, Council on Industrial Health, 

A.M.A., Dec. 23, 1943. 
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“To the Members of the Richmond Academy of 

Medicine: 

“Dear Doctor: 

“We are writing to call your attention ty a 
situation that is confronting many of our doc- 
tors at the present time. That matter is doubly 
serious since it is interfering with the production 
of war materials, and for that reason we are ask- 
ing that you read this letter carefully. 

“Many employees will stay away from their 
jobs for a day or more for very minor condi- 
tions. When they are ready to return to ihe 
job, they will go to the family physician, telling 
him they were sick and asking him to give them 
a note to that effect which they can present to 
the employer. 

“The Journal of the American Medical Asso- 
ciation for July 17, 1943, had a Current Con- 
ment discussion of this subject. The same idea 
has been brought out in other medical journals, 
especially Industrial Medicine. 

“The Committee on Industrial Medicine and 
Contract Practice of the Academy has petitioned 
the Trustees that the Academy membership be 
written regarding this matter. For the good of 
the government program and for our own pro- 
fessional reputation, we are asking the member- 
ship, as a part of the war effort, to be very 
sure that persons have been ill enough to justify 
their failure to report to work before giving them 
a statement that they are away from work be- 
cause of illness. 

“If your J.A.M.A. is convenient we suggest 
you read under Current Comment, ‘The Doc- 
tor’s Responsibility in Absenteeism’, in the July 
17th issue. 

“Most sincerely yours, 
“Beverly R. Tucker, 
Chairman, Board of Trustees.” 


This matter is of sufficient importance for local 
committees on industrial health to make it an is- 
sue with the medical profession in regular meetings 
and through state and local medical journals. 





VOLUME OF INDUSTRIAL ACCIDENTS 
INCREASES IN 1943* 


Nearly Nine Percent More Injuries Reported in 
First Nine Months of 1943 Compared with 
Same Period of 1942; “Machinery” Inju- 
ries Show 15 Percent Increase 


A study of the Illinois accident experience in 
each of the past few years, when production was 
so greatly intensified, first for defense and later for 
our war effort, the tendency has been clearly noted 
toward a rise in accident levels which would prob- 
ably continue so long as the labor-turnover situa- 
tion remained unsettled and while man-hour ex- 


*The Illinois Labor Bulletin, Dec. 31, 1943. 
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posure was approaching its peak. It is apparent 
from the record that this upward tendency has not 
yet reached the leveling off point, when we would 
naturally expect the trend of accident frequency to 
be definitely downward. 

Accidents Increase with Increased Employment 

During the first nine months of 1943, without 
taking into account increased man-hour exposure, 
the volume of accidental and occupational disease 
injuries to workers in the course of their employ- 
ment in Illinois industry, compared with the same 
period of 1942, has shown an increase of 8.6 per- 
cent, presaging a new high for yearly total injuries 
reported, or at least an approach to the 1929 levels. 
This relative increase in the number of injuries oc- 
curred mainly in the manufacturing industries 
where the employment gains have been greatest. 

Under ordinary conditions an increase in the 
volume of industrial injuries would be expected to 
follow an increase in man-hours exposure to acci- 
dent hazards. Under present conditions, other fac- 
tors contributing to an increase in the volume of 
injuries include: employment of large numbers of 
new workers — many very young and many very 
old, and most of them equally lacking in skill and 
the cautious habits of the experienced, safety-con- 
scious worker; transfer of many workers from one 
type of manufacturing work to other types in many 
plants, the use of reconditioned and formerly idle 
machines and production facilities; the employ- 
ment of new types of machinery, processes, and 
production methods; the effort to speed up produc- 
tion leading to overtime employment; and, perhaps 
most important of all, inadequate supervisory per- 
sonnel. 

More Favorable Accident Experience Indicated 

How badly the State fared this year from a safety 
viewpoint will not be seen until more is known of 
man-hours exposure for the year 1943. Without at- 
tempting to minimize the record for the current 
year, it is probable that accident frequency based 
on man-hours exposure has not risen during the 
year. A study of the accident records for the first 
nine months of 1943 in relation to employment 
figures reflected in the manufacturing employment 
indexes (compiled monthly by the Division of Sta- 
tistics and Research) indicates that the increase in 
man-hours exposure has been substantially greater 
than the increase in the number of reported in- 
juries. 

Information concerning industrial injuries is 
available only from records of the Industrial Com- 
mission, These records cover only injuries reported 
as compensable under the Workmen’s Compensation 
and Occupational Diseases Acts, and provide no 
information as to injuries resulting in temporary 
disability of one week or less. 

A major limitation of the injury reports from an 
accident frequency analysis point of view is that 
the reporting is not current. There is an average 
reporting lag of over seven weeks (median lag for 
1942 was 7.3 weeks) ie, the average period be- 
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tween the date of injury and the date on which the 
report was received by the Industrial Commission 
was 7.3 weeks. 


While available information is too inadequate to 
permit the computation of reasonably reliable ac- 
cident frequency rates, the following tabulations 
will provide a good indication of the increase in 
the volume of injuries in Illinois during the year 
1943. 


41,617 Industrial Injuries Reported as Compensable 
during First Nine Months of 1943 

A total of 41,617 industrial injuries was reported 
as compensable during the first three quarters of 
1943. This total is 8.6 percent greater than the 
38,307 injuries reported during the same period of 
1942. 

Injuries in Manufacturing Increase over 20 Percent 

Table 1 provides a summary of injuries reported 
in the nine months (January through September) 
of 1942 and 1943, by major industry classifications. 


Table 1 — Comparison of Number of Injuries Reported in 
Nine Months, January through September 1942 and 
1943, by Major Industry Classifications 

Injuries reported % change 

in 9 months 1942 to 

Industry classification 1942 1943 
Total — All Industries 38,307 + 8.6 
Agriculture, forestry, fishing 25€ — 4.7 
Mining and quarrying 3,548 + 6.6 
Construction 4,138 — 0.4 
Manufacturing 19,119 +20.5 
Wholesale and retail trade 5,143 —13.6 
Finance, insurance, real estate ... 494 —17.0 
Transportation, public utilities .... 2,953 2,555 +15.6 
Sexvied IGGMISIEM ccs. isi is scese 2,634 3,054 —13.8 


It will be noted that while the number of in- 
juries reported increased in manufacturing, trans- 
portation and other public utilities, and mining 
groups, the other industrial classifications showed 
reductions in reported injuries. This in a measure 
probably reflects the shift of man-power from non- 
essential, non-deferrable industries. 


Manufacturing industries as a whole showed an 
increase of 20.5 percent in injuries reported from 
January through September for the years 1942 and 
1943. While tobacco products, textile-mill prod- 
ucts, and chemical industries reported fewer injuries 
for the 1943 period, an increase in the volume of 
injuries was noted for all other groups, ranging 
from 2.6 percent for the petroleum industry to 61.9 
percent for electrical machinery. Large relative in- 
creases were also noted for the various other metal- 
working groups, for apparel, lumber, and rubber 
products. 


Injuries Due to Handling Objects Exceed 
25 Percent of Total Reported 

In the nine months’ period — January through 
September — of each of the years 1941 through 
1943, over 26 percent of total injuries reported were 
due to the handling of objects, while machinery 
ranked second, and falls of persons, third, as a 
source of reported injuries. 
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Occupational disease causes accounted for 34 
percent more injuries in the 1943 period than in 
1942 and for 46 percent more than in 1941. Poison- 
ous and corrosive substances caused 17 percent 
more injuries in 1943 than 1942 and 24 percent 
more than in 1941. Machinery accidents caused 
nearly 15 percent more injuries in 1943 than in 
1942 and 27 percent more than in 1941. Handling 
objects resulted in 8 percent more injuries in 1943 
than in 1942 and 19 percent more than in 1941. It 
will be noted that the rank of the various types of 
injury causes is much the same from year to year. 


More Injuries Caused by “Machwmery” Accidents 
in 1943 than in 1942 
Injuries incurred in connection with machinery, 
reported for the first nine months of 1943, show 
a 14.8 percent increase over the same period of 
1942. A study of reported injuries by industry clas- 
sifications indicates sharp increases in “machinery” 
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injuries during the 1943 period over those in 1942 
for all main industry classifications except trade 
and the finance, insurance and real estate groups, 
While total injuries reported for agriculture, con- 
struction, and the service industries were fewer in 
1943 than in 1942 for the nine-month periods, in- 
juries caused by machinery accidents increased jn 
1943 in these industries by 83 percent, 12 percent, 
and 3 percent respectively. 

Manufacturing industries reported 20.5 percent 
more injuries in the first nine months of 1943 than 
in the corresponding period of 1942. Injuries due 
to machinery accidents rose in the same proportion, 
accounting for 20.5 percent more than in 1942, In 
the 1943 period, increases in “machinery” injuries 
were as follows: electrical machinery 72.9 percent, 
apparel 40.3 percent, iron and steel 34.5 percent, 
transportation equipment 31.6 percent, foods 22,7 
percent, automobiles 19 percent, furniture 16.5 per- 
cent, non-electrical machinery 14 percent, etc. 





HOW TO GET INTO TROUBLE WITH 
FRACTURES 
A doctor can get into more trouble in less time 
with fractures than with any other type of work. 
There are at least five pitfalls that the family 
physician or surgical specialist can get into with 
equal celerity. 


The doctor may proceed to treat a fractured 
pelvis efficiently, only to discover later that the 
patient has also a ruptured bladder. An eminent 
specialist treated a fractured ulna for months 
before he learned that the patient had a dislo- 
cated head of the radius, on the same side. 


An unconscious child was found to have a 
fractured skull following a motor accident. Days 
later the child regained consciousness, but com- 
plained of pain in the chest, where fractured ribs 
had been missed. One must remember always 
that he is treating a whole person, not merely a 
fracture. 


Valuable as x-rays are in diagnosis, they are 
even more important for position and union. 


Neglect to have a fracture x-rayed is in itself 
almost ground for a malpractice suit. 


One may feel that his prestige suffers when he 
asks for help. When a consultant is called pa- 


tients are pleased and proud that their own doc- 
tor thus shows his interest in their welfare. 

The American College of Surgeons published 
recently a small booklet on fractures for the 
guidance Of general practitioners and surgeons. 
The treatment of some types of fractures is so 
difficult that it is only fair to the patient that he 
be treated by those equipped with the necessary 
mechanical devices and experience. Further the 
final results are in some cases so disappointing 
that the average doctor would be well advised, 
from a purely selfish view, to pass them on. 

The doctor who keeps no record of his findings 
at the time of fracture, no progress notes, no 
record of complications, can be sure of getting 
into trouble sooner or later. In a case of supra- 
condylar fracture of the humerus, the doctor who 
actually writes down whether a radial pulse can 
be felt is likely to recognize its absence and do 
something about it. It is obviously desirable to 
have a record in writing before au anesthetic is 
administered or any manipulation carried out, 
in cases where pulse or sensation is impaired.— 
Southern Medicine and Surgery. 





Every violation of truth is not only a sort of 
suicide in the liar, but is a stab at the health of 
human society.—Ralph Waldo Emerson in Es- 
says, First Series: Prudence. 
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FURTHER OPPORTUNITIES FOR POST- 
GRADUATE STUDY IN CHICAGO 

Physicians of Illinois are cordially invited to 
attend these clinics held at St. Luke’s Hospital 
in Chicago : 

(1) The Clinical Pathological Conferences, 
held every Friday from 9:00 to 10:00 A.M., on 
the 10th floor of the Main Building of St. Luke’s 
Hospital. ‘These Conferences are divided into 
two parts, one of which is devoted to clinico- 
pathological conference, and the other to clinical 
presentation. 

(2) The Tumor Clinics, held by Dr. Harry E. 
Mock every Wednesday at 9:00 A.M., in the 
Out-Patient Department of St. Luke’s Hospital. 





POST GRADUATE CONFERENCE 


The Post-Graduate Committee of the Illinois 
State Medical Society announces a Post-Grad- 
uate Conference to be held at Centralia, March 
22nd for all doctors of Southern Illinois. The 
following program has been arranged in conjunc- 
tion with the Marion County Medical Society : 

Dr. C. O. Lane, Presiding — Member Post- 
Graduate Committee. 

Afternoon Session at St. Mary’s Hospital — 
Centralia. 
2:00-2:40 P.M.—“Practical Points in the Ree- 

ognition and Management of Coronary Dis- 

ease”, O. P. J. Falk, M.D., St. Louis 

*:40-3:20 P.M.—“The Discriminate Use of the 
Sulfonamides”, R. O. Muether, M.D., St. 
Louis 


3:30-4:00 P.M.—“Navy Men of Medicine” and 


“Pull Speed Ahead” — taking movies from 
the Navy Public Relations of Chicago 


4:00-4:40 P.M.—“Diagnosis of Blood Dyscra- 
sias”, Howard Alt, M.D., Chicago 

4:45-5:30 P.M.—Round Tables on the above: 
subjects : 

Evening Meeting — Langenfeld Hotel 

6:30 P.M.—Dinner — Compliments of Marion 
County Medical Society Langenfeld Hotel 

7:30 P.M.—Surgery of the Biliary Tract” —- 
Warren Cole, M.D., Chicago 





Captain Frank D. Jacobs has sent a V Mail 
message to the Journal as follows: “Received 
December issue Journal today and it looked very- 
good coming from Illinois. Hadn’t changed my 
address when in camp in States for my family 
always sent Journal to me but now I hope to. 
get it direct.” He will. 





The Chicago Daily News of February 19th: 
carried the following story of thirteen Chicago- 
ans on staff of a hospital in Italy: 

Three officers and 10 nurses from Chicago, 
and vicinity are on the staff of an evacuation. 
hospital in Italy, which was commended recently 
for its efficiency and skill in treating 5th Army 
battle casualties at the front. 

The officers are Lt. Col. Hugh Macdonald, 
executive officer, of Glenview, formerly practic- 
ing physician at 636 Church St., Evanston; Maj. 
Samuel Perlman, 5122 N. Avers Ave., and Lt. 
Michael English of Chicago. Nurses serving: 
with the unit include Lts. Anita Woithe, 3644 
k. 105th St.; Elaine Wedemeyer, 730 S. Wash- 
ington St., Park Ridge; Viola Van Clay, Dolton ; 
Margaret Troy, 720 W. Sheridan Rd.; Norma 
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Pollo, 410 E. 113th St.; Ramona Music, 622 S. 
Mozart St.; Anna Lance, 303 S. Elm St., Clint- 
on; Bertha Kreiling, Forest City ; Sylvia Hamp- 
er, 812 Parkview Ave., Joliet, and Marcella 
Edgren, 1685 Henry Ave., Des Plaines. 





1st Lieut. Silvio Del Chicca, formerly of Chi- 
cago, recently was transferred from the station 
hospital at Fort Benjamin Harrison, Indiana, 
to the Army Service Forces Depot in Columbus, 
where he will assume his duties as assistant depot 
surgeon. Dr. Del Chicca graduated from the 
University of Florence, Italy, in 1927 and en- 
tered the service Oct. 7, 1943. 





Irving S. Cutter has presented to THE TRIB- 
UNE his library of 3,000 volumes pertaining to 
the history of the American western states. It is 
one of the finest of its kind in private hands in 
America and includes priceless material on the 
development of the states west of the Mississippi. 
All the books are historical and biographical, 
and many of them are documented source books 
for historians. Dr. Cutter’s extensive medical 
library is not included in the gift. 





The Illinois Society for Mental Hygiene held 
its Annual Meeting on March thirteenth with 
Dr. Luther E. Woodward, Field Agent, Rehabili- 
tation Division of the National Committee for 
Mental Hygiene speaking on “Rehabilitation of 
Veterans with Neuropsychiatric Disorders”. 





COMING MEETINGS 


March 21 — Lake County Medical Society, Lake 
County Tuberculosis Sanitarium, Waukegan, 
Illinois, 8:00 P.M. Forum discussion of 
“Medical Service and the Wagner Bill.” 


March 22 — Post-Graduate Conference — Cen- 
tralia, 2:00 P. M., St. Mary’s Hospital, 6:30 
Langenfeld Hotel. 


March 23 — The regular meeting of the Chicago 
Urological Society will be a joint meeting with 
the Chicago Society of Industrial Medicine 
and Surgery, and will be held on Thursday, 
March 23, 1944, at 8 P. M. in Room 17, Club 
Floor, Palmer House. 

Preceding the meeting at 6:00 P. M. there 
will be cocktails in Room 17, Club Floor, Palmer 

House, followed by dinner at 6:30 P. M. Res- 
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ervations ($3.00 per plate) should be made ip 
advance. 


Program 

1. Traumatic Injuries of the Urethra and Blad. 
der as Complications of Fractures of the Bony 
Pelvis, M.D., Edward J. McCague, Pitts 
burgh, Pa. (by invitation) 

. Problems Concerned in Postoperative Man- 
agement of Injuries of the Lower Urinary 
Tract. Vincent J. O’Conor, M.D. : 

General Discussion 


Clinical Meeting 
The Clinical Meeting will be held at the Re. 
search and Educational Hospitals, University of 
Illinois, 808 S. Wood Street, Thursday mom. 
ing, March 23, at 9 o’clock. 


March 24 — Will-Grundy County Medical So- 
ciety, Louis Joliet Hotel, Joliet 12:00 noo 
— Wayne W. Flora — “Proctologic Diseases” 

March 31 — Will-Grundy County — C. C. 
Maher — “Hypertension” 

April 11 — Kankakee County Medical Society 
— Kankakee 

April 11 — Bureau County Medical Society — 
St. Margaret’s Hospital, Spring Valley — 
6:30 P. M. — Willard VanHazel — “Chest 
Surgery” 





DEATHS 


Jasper M. Apams, Canton; National University of 
Arts and Sciences Medical Department, St. Louis 
1889. In 1940 was awarded a “Fifty Year Pin” by 
the Illinois State Medical Society. Died January 4, 
1944 at the age of 86. 

Mitton R. Barker, Wilmette; Northwestern Un: 
versity Medical School, 1901. Had practiced in hi 
cago and Wilmette over 50 years. Died February 3 
1944 at the age of 92. * 

Max BIESENTHAL, Chicago; University of Illinois 
College of Physicians and Surgeons, 1904. Medial 
Director of the Chicago-Winfield Tuberculosis Sani 
tarium; attending staff of Michael Reese Hospital 
Died January 20, 1944 at the age of 61 years. 

Sam Brock, Chicago; Johns Hopkins University 
1916. Associate in Surgery at Northwestern Univers: 
ty Medical School. Received medical discharge # 
1942 after service in New Guinea. Died February !!, 
1944 at the age of 55. 

Cono Crurta, Chicago; Northwestern University 
Medical School, 1927. For several years he was a res" 
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dent surgeon in the Buffalo, New York City Hospital; 
was on surgical staff of Northwestern University 
Medical School from 1930 to 1938; member of the 
staff of Grant and Walther Memorial Hospitals. Was 
stricken with cerebral hemorrhage while shoveling 
snow on February 11, 1944. He was 47 years of age. 


Sanrorp R. GiFForD, Chicago; University of Ne- 
braska Medical School, 1918. Professor of Ophthal- 
mology at Northwestern University Medical School, 
head of ophthalmology department at Passavent Hos- 
pital, on attending staff of County Hospital. Inter- 
nationally known as author of many medical books. 
He served as a First Lieutenant in World War 1. 
Died of pneumonia February 24, 1944 at the age of 
52 years. 


R. F. Gootssy, Chicago; Meharry Medical College, 
Nashville, 1913. Had practiced medicine in Chicago 
for 35 years. Died February 3, 1944 at the age of 
59, 


LypiA HECKMAN Hotes, retired, Pekin; Loyola 
University School of Medicine, 1917. Life member 
and past president of Tazewell County Medical So- 
ciety. Had been in failing health for some time. Died 
January 22, 1944 at the age of 72. 


Epwarp W. Jackson, Chicago; University of Illi- 
nois College of Medicine, 1903. Served in Spanish- 
American War. Was honorary staff member of the 
Norwegian-American Hospital. Died January 30, 
1944, aged 67. 


James J. Moran, Spring Valley; Northwestern Uni- 
versity Medical School, 1905. Was senior of the staff 
of St. Margaret’s Hospital. Member of the Hall 
Township High School Board of Education from 1926 
to 1935. Had practiced medicine in Spring Valley 39 
years. Died following an illness of three months on 
January 20, 1944 at the age of 67 years. 


ReponE Epcar Wasson, Fairview; Keokuk Medical 
College, College of Physicians and Surgeons, 1906. 
Practiced in Fairview since his graduation from medi- 
cal college. Died following a stroke January 22, 1944 
at the age of 79, 





The remarkable decrease in tuberculosis mortality, 
which resulted in lowering tuberculosis from one of 
first rank in numerical importance te seventh, conceals 
the fact that this unfavorable situation does not hold 
for all age groups; from early adulthood to age 35 it 
is still the first killer among diseases. Mortality from 
tuberculosis is highest in large cities, lowest in rural 
areas. The rate for males is considerably higher than 
for females and the disease is still much more fatal 
among the non-white races. J. Yerushalmy, H. E. Hil- 
leboe, M.D., C. E. Palmer, M.D. Pub. Health Rep., 
Oct. 1, 1943, 


NEWS OF THE STATE 


THE FIFTH FREEDOM 

Add to the now famous four freedoms, freedom 
from pain. Nor is this an attempt to take our attention 
from the emotional elements of the war. We sincerely 
believe that this fifth freedom is a desire as basic as 
the others. 

To test its power, throw the golden apple among 
mortals with the promise that one freedom shall be 
theirs. In the face of pain, is there one of us who 
would ask for freedom of speech? 

But the public has not learned of the intricate bal- 
ances of the body. People do not sense the complex 
problems involved in the field of medicine. They are 
willing to purchase freedom from pain at any price, 
but they will buy, as they do an automobile or a hat, 
from the salesman who is able to gain their confidence. 

So we find an admittedly ignorant public but a public 
that is highly sincere in the selection of its medical 
care. Sincere because they want freedom from pain. 
Ignorant because they profess no knowledge of how 
this may be accomplished. 

It does provide a fertile market for the unscrupulous 
cultist, who, without training, uses his powers of in- 
fluencing others to the point that his patients believe 
his treatment to be adequate. He glosses his limita- 
tions with a veneer of optimism which the patient 
interprets to be confidence. He is in contrast with the 
doctor of medicine, in that he requests a governing 
body, instead of a school, to make a doctor of him. 

The quarrel does not concern the layman, because 
he fails to understand the principles involved. He goes 
on a personal errand. He has interest neither in cults 
nor in diplomas. He has no thought but for the cure 
of his ailment. There is no desire but for freedom 
from pain. 

From our point of view there are two solutions. 


One is to force the layman to do what is best for 
him, in spite of his misguided beliefs. The other is to 
teach him the truth, to talk to him in words he knows 
the meaning of, to show him how he may select his 
medical care safely. Either of those methods would 
provide the layman much freedom from pain, but cer- 
tainly the latter plan cannot be altogether ignored.— 
Wichita (Kan.) Med. Bull. 





Tuberculosis is one of the enemies that our forces 
for health have to overcome, an enemy just as ruth- 
less, as sneaking, as stubborn and as deadly as any 
now confronting us abroad or at home. But if we 
face this fight with the same determination, the same 
“will to win” and the same “all-out” effort that we 
are putting into the great world fight, we will win 
two major wars at once, and the world will be a safer 
and healthier, as well as happier, place in which to 
live, and, on the average, we will sojourn here longer. 
Matthew Woll. Pennsylvania’s Health, Feb. 1942. 


The true worth of an experimenter consists 
in his pursuing not only what he seeks in his ex- 
periment, but also what he did not seek.—Claude 
Bernard, 1865. 
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Endocarditis and peri-arthritis 
Provide me a chuckle of glee. 


Anctinomycosis and tuberculosis — 
I merrily laugh them off. 


“ / Senile psychosis and enteroptosis 
T he Jocular Jingles of C. G.-F. Only cause me to scoff. 


by Carcinoma, benign teratoma 
I look upon with disdain. 


a # m G. A a rnum MW SD, Malignant sarcoma, acute trachoma 
Cause me no fear of pain. 
P. eorta, IL L 


I smile with ease at all kinds of disease 
For I'm brave as every one knows. 
But Oh! how I quiver and shudder and 
When nursie comes in with the hose. 
To the Council of the Illinois State Medical Society 2 ss 
- Dr. eye M. — Editor A Sonnet To a Scrub-Lady. 
ee tmperdines 7 Journs To Thee who cometh when the day is young = 
Monmouth, Illinois, . 
And musseth up my greatly needed sleep, 


Gontienwa : For fear thy qualities have gone unsung 
Pursuant to your recent editorial statement that the : : ; 
I pen this hymn of protest while I weep. 


“wi y i r improve- 

Council “will gladly welcome suggestions fo improve Sian: ated walens ened ions Goat pare tale 
ment of the Journal and likewise constructive criti- 

LTT NEE SE SN ATEN NP My half denuded form neath scanty towel, 
wey oo ate ra: aan eae a sd With wiry cloth and icy water scrub, 
humbleness, i 

d And cease not though I faintly curse and gro 
The format of the Journal is the best we have ever : : : 
If cleanliness is next to godliness 

seen, However 











I am a godly creature I opine; 
TR OR Ee eee ‘ 4 I'd rather be 1 dly, I f i 4 

The editorial policy and the editorials themselves ig ie We ag “nage rea ue 

me Sty minds Than suffer from these vicious scrubs of thingy 
ay Se Sones Seen oe : : I would suggest that all these scrubs galore ~ 
——————— SS .. Mich more might be said 7s , 1 
nen Be utilized upon the kitchen floor. 
ou oeseooOoeoeoeaq=$®$~$qQouq0aqaqaaaSSS———S———— SSS e 7 
The Clinical Experiences of 
Professor Paresis. 

I have just been through a clinic, 
And it left a taste fellinic, 
My angelic disposition is satanic: 
Alopecia to bunions, 
All these docs may know their onions, 
But of me they made a wild-eyed raving ma 


At times the scientific articles seem to 
. At other tines they are Sanaa 
Se . If the discussions could be 
lengthened ever so little the articles themselves could 


be omitted. This might prove to be 


The department rads ——ESES=========== 
If this is to be carried further we suggest 


the following additional departments: (OD) = 3 ; 
, (2) (200 SES Neurologists, psychologists, 


Dc ——————— SS) = —— = Gastro-enterologists, 
[6 ie Bronchoscopists and allergists so busy. 
Urologists, proctologists, 
Oto-laryngologists, 
Psychiatrists who left me dazed and dizzy; 
Rhinologists, pathologists, 
All-seeing roentgenologists, 
And orthopedists, also dietitians; 
Surgeons, hematologists, 
Aurists, dermatologists, = 
The only ones I dodged were obstetricians. — 


7 7 


However, the Clinicopatholigical Dept. is 
. It should be in every issue. 
Noes LES 
I have no doubt but that you will “gladly welcome” 
this frank, kindly and highly constructive criticism; 
at any rate, you asked for it. 
Yours truly, 


Professor Paresis 
P.S. In keeping with good military practice and in the 
customary attempt to avoid controversial issues, I 
have taken it upon myself to censor my own letter. Professor Paresis desires to remind us that t 
P.P. man is perfect. Each has his faults and ™ 
ulenatiates virtues and his claim to respectability is th 

Appendicitis and encephalitis balance that remains when the one has 

Afford no terrors for me subtracted from the other. 








